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diuresis without depletion of alkaline reserve—avoiding 
dangers of acid-base imbalance—is character- 
istic of the organomercurials. In contrast, the 
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HOSPITAL ACCREDITATION 


KENNETH B. Bascock, M. D. 
Director, Joint Commission on Accreditation of Hospitals 
Chicago, Ill. 


HISTORY 

he history of medical education is fas- 
T cinating reading. I am not speaking of 

ancient history but American medical 
history of 45 years ago. In 1910 under the 
auspices of the Carnegie Foundation, Dr. 
Abraham Flexner gave his famous report of 
the medical schools of the United States. 
Chicago had 14 and was called the medical 
plague spot of the United States. New York 
had a dozen. Cities like Detroit and Cleveland 
had 4 or 5. Very few were classified as good— 
the best you could say of most of them was 
that they were diploma mills—with effort, 
sacrifice, hard knocks, the corrections were 
made and as of 1953 there was no so called 
second class medical school in the United 
States. 

In 1919 under the leadership of Dr. Franklin 
Martin minimal standards for hospitals were 
conceived and shortly afterwards, Dr. Malcolm 
T. MacEachern took over the program of the 
American College of Surgeons for surgical 
standardization of hospitals. This program 
raised the level of patient and hospital care 
inestimably in the United States and Canada 
in the last quarter century. It was a wonderful 
program but was too expensive an undertaking 
for the College alone. 

The American College of Surgeons spent 
over $2,000,000.00 alone on this program and 
after some backing and filling by the different 
interested medical organizations the concept 
of the Joint Commission on Accreditation of 
Hospitals was born. It did not really begin its 
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function until well into 1952 under the able 
leadership of Dr. Edwin L. Crosby, now Direc- 
tor of the American Hospital Association. . 
The Joint Commission on Accreditation of 
Hospitals is the child of five great medical and 
hospital organizations, the American Medical 
Association, the Canadian Medical Association, 
the American College of Surgeons, the Amer- 
ican College of Physicians, and the American 
Hospital Association. 
PURPOSE 
It is an independent, voluntary, non-profit 
corporation organized to render a public ser- 
vice; its main purpose is to improve the quality 
of care rendered to patients in hospitals. Its 
method of achieving this goal is to establish 
minimum standards of quality of patient care 
and then invite all hospitals and physicians 
that offer care to the sick to meet or surpass 
those standards by improving their services 
and their facilities. 
PHILOSOPHY 
The basic philosophy is that a better job can 
be done by the Commission pooling the 
interests of the five member medical and hos- 
pital organizations in their common desire and 
goal to improve patient and hospital care than 
by going it each alone. This has shown itself in 
two notable instances over the old standards 
of minimum care as promulgated by the 
American College of Surgeons. The improve- 
ments are— 
1. Patient care of all the ill—not just surgical 
cases. 
2. The stressing of the human factor rather 
than brick and mortar. The finest facili- 
ties mean nothing unless there is quality 
care from a humane, interested, 
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sponsible medical, nursing and hospital 

staff. 

ELIGIBILITY REQUIREMENTS FOR 
ACCREDITATION 

The structure, organization and facilities of 
a hospital determine its acceptability for ac- 
creditation. Any institution which is listed in 
the Administrator's Guide of the American 
Hospital Association, has 25 or more beds and 
has been in operation for at least one year is 
eligible for survey. Eligibility extends not only 
to the typical non-profit, voluntary hospital 
operated by a religious, educational or other 
philanthropic organization, but to proprietary 
hospitals operated as private corporations and 
federal, state, county, township and city hos- 
pitals, whether general or specialized in facili- 
ties offered. 

Thus, nearly 4,000 hospitals in the United 
States are eligible. Approximately 3,000 of 
these have met minimum standards for ac- 
creditation and obtained certificates attesting 
to this fact. 

GENERAL STANDARDS 

All standards for accreditation are based on 
what time and experience have shown to be 
the best means of assuring proper care of the 
hospital patients. These requirements include: 

1. A physical plant and administration pro- 
viding x-ray, laboratory, and other facili- 
ties for the adequate nursing care, feeding 
and housing of patients with proper pro- 
tection from fire, explosion and other haz- 
ards. 

2. Restriction of the hospital's medical staff 
to physicians and surgeons who are grad- 
uates of approved medical schools, legally 
licensed, competent in their fields and 
ethical in conduct. 

3. Maintenance of complete medical records 
on each patient, so that not only the doc- 
tor but all concerned in the present or 
future may know what was found and 
what was done. 

4. A well-organized staff of physicians per- 
mitted to practice in the hospital accord- 
ing to written rules and regulations sub- 
ject to the ultimate authority of the hos- 
pital governing board. 

5. Medical supervision of the staff to assure 


that each member is restricted to what he 


is competent to do, and to enable each 
member individually and all collectively 
to increase diagnostic accuracy and good 
results of treatment. 

The field representative reports his findings 
and makes a recommendation to the director 
of the Joint Commission who in turn reports 
to the Board of Commissioners. The Board 
then votes to accredit, provisionally accredit or 
non-accredit the hospital. The Commission 
subsequently notifies the hospital by letter of 
its action. These are the essentials of and for 
a first-class hospital, the wisdom to date from 
years of scientific progress in medical care. 

PROCEDURE 

A good survey must be as objective as pos- 
sible and to this end the American College of 
Surgeons shortly after World War II adopted 
the “Point Rating System” as a tool to help 
them in evaluating hospitals. In this system a 
numerical value or score is assigned to every 
facility and category examined. Previously, it 
had been done in narrative form but it was 
felt that a more uniform report could be ac- 
complished by the assignment of values. The 
Joint Commission on Accreditation of Hos- 
pitals has modified it somewhat but is still 
using this system. It is far from perfect but still 
the best means at hand and undergoing con- 
tant correction as the picture changes. 

SCORING REPORT 

Briefly, the scoring report itself is divided 
into eight essential divisions and eight com- 
plementary divisions. Every hospital, big or 
little, must be surveyed on the essential divi- 
sions and scored. The complementary divisions 
are likewise scored if present but a hospital is 
not given demerits if it does not have one of 
these divisions. For example, a hospital with 
an obstetrical division is surveyed and scored 
and the scoring made part of the total evalua- 
tion but if there were no such division, no 
points would be subtracted. 

ESSENTIAL DIVISIONS 

Briefly, the first two portions of the essential 
scoring report takes into consideration the 
actual physical plant and the administration 
of the hospital plant per se. Such things as the 
state of maintenance, adequacy of fire pro- 
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tection, segregation of patients, type of gov- 
ernment and governing board, training and 
adequacy of the administrator, personnel poli- 
cies, sanitation aspects, evidence of patient 
overcrowding are all surveyed and evaluated. 

The third essential division is that of medical 
staff organization. It is here particularly that 
one frequently finds many deficiencies and it 
might be said that a well organized hospital is 
a happy hospital. The surveyors look for such 
things as: are all the physicians qualified to 
perform the privileges assigned to them? Does 
the hospital have by-laws, rules and regula- 
tions protecting the patient, the physician and 
the hospital itself? Almost every legal case 
resulting in an adverse decision against a hos- 
pital is caused by poor by-laws not properly 
adopted by the staff and governing hospital 
board. In a hospital organizational setup there 
must be provision for medical staff and de- 
partmental meetings that will thoroughly re- 
view and analyze the clinical work performed 
in that hospital. 

Medical records are the fourth essential 
division. Considerable emphasis, as it should 
be, is placed on the maintenance of good med- 
ical records. Over 1/8 of all scoring points are 
placed here alone. This may seem excessive 
until one considers that good medical records 
not only contribute to the professional care of 
patients but also reflect in general the quality 
of professional care that is given in the hos- 
pital. The relatively large number of points 
assigned is a recognition of both aspects. The 
modern practice of medicine, with its emphasis 
on treating the whole patient, brings into play 
the skills of a variety of medical specialists and 
trained medical assistants. Proper management 
of the care of the patient by the attending phy- 
sician requires prompt recording in the medical 
record by each member of the team. The num- 
ber of consultants and assistants may vary 
widely, depending upon the nature of the pa- 
tient’s illness, but today all hospital episodes 
except the most minor require the services and 
the recording of their findings of several differ- 
ent members of the hospital staff. It has been 
well said the material in this department is 
strong evidence of the standard of service to 
the patient, is an insight to the keenness of the 


medical staff in practicing scientific medicine 
and should contain information for research 
and training. 

Essentials five and six cover the departments 
of laboratory and x-ray. Every accredited hos- 
pital must have these departments. The extent 
to which these services are carried out depends 
on the type and size of the hospital. Where 
total facilities are not available, satisfactory 
outside arrangements must be made. Smaller 
hospitals unabie to hire a full time pathologist 
or radiologist should avail themselves of part 
time service from these individuals. Good 
modern medicine cannot be practiced without 
up-to-date adequate laboratory and _radio- 
logical facilities—they are a must. 

The final two essential services are those of 
the nursing and dietary departments. Good 
nursing care and adequate dietary facilities 
mean a great deal to the patient and to the 
hospital. It is rather unjust but a great many 
people and patients judge the caliber of a hos- 
pital by its nursing service and whether it 
serves palatable hot food. The finest quality 
care given to patients by an excellent medical 
staff can go for naught when food is poor and 
nursing care is slovenly. Public relationswise, 
they are important adjuncts of quality care. 

COMPLEMENTARY DIVISIONS 

The Complementary Service Divisions break 
down into departments. They are the depart- 
ments of Medicine, Surgery, Obstetrics, Anes- 
thesia, Physical Medicine, Outpatient, Medical 
Social Service, and Pharmacy. if a hospital has 
them they too are judged for organization, 
proper records and good maintenance. Ques- 
tions pertaining to death ratios, number of con- 
sultations, number of infections, etc. are asked. 
Any question pertinent to good care may be 
asked of the chief of the department or the ad- 
ministrator of a hospital. 

OBJECTIVE EXAMINATION OF A 
HOSPITAL 

Hospital accreditation is not brick and 
mortar and stainless steel—it is the goal of 
people living up to their responsibilities, their 
rules, keeping good records and constantly re- 
viewing everything to improve quality. 

The Joint Commission on Accreditation of 
Hospitals is a powerful medical watchdog that 
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maintains a constant guard over the hospital 
patient. When a hospital is Fully Accredited 
it means it has complied with at least 3/4 of 
the Commission’s rigid requirements for pa- 
tient service and is striving, we hope, towards 
the mythical 100% perfection. This is fine, you 
all say and a very creditable goal. The survey- 
ing of a hospital necessitates that we use only 
objective criteria. This is fine also, you nod. 
First we think of the administrator—10 to 15 
years experience, graduate of school of hospital 
administration, knows his work—check him 
off. 

Fire hazards—oh yes—extinguishers all over 
the place—fire doors—enclosed hoses—even a 
fire evacuation plan in this drawer right here 
gathering dust. 

Dietary—all O. K.—latest in hot carts—very 
advanced—electric toaster and coffee to pa- 
tients—biggest advance in 20 years—feeling 
smug and complacent now, I must tell you that 
such is necessary but it all adds up to less 
than 1/4 of the entire grading. 

The other 3/4 of the grading is an objective 
grading of your medical staff—your doctors— 
your own ultimate responsibility for the qual- 
ity of patient care in the hospital. This is a 
different story and usually starts off with an 
emotional outburst from the outraged physi- 
cian and his equally outraged friend, Mr. 
Board of Trustees member. How can any 
surveyor or inspector sent out from the ivory 
towers in Chicago evaluate me and the quality 
of care I give to my patients—bureaucracy— 
loss of physician’s individualism—interference 
with patient-physician relationship — did the 
surveyor see me operate or treat my patient? 
Did he examine my patient? 

The answer, of course, to this is no, he did 
not. No surveyor ever goes into an operating 
room and watches the surgeon operate — no 
surveyor ever lays a hand on a doctor's patient. 
How is it done? How can we evaluate a medi- 
cal staff? Yes, and the board and administra- 
tor too? That is what I propose to tell you and 
talk briefly about today. The surveyor has 
visited the hospital, inspected the facilities and 
asks to see from one to four people, namely 
administrator, pathologist, chairman of tissue 
committee and medical record librarian. He 
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asks them to produce the following statistics— 
hospital death rate; anesthetic, maternal and 
infant death rates; number of or rate of 
caesarean sections, sterilizations, infections, 
consultations. Has your hospital those statistics 
available—can they be entirely justified—if not 
justifiable by your medical audit, record or 
tissue committee, what steps are being taken 
to correct and avoid them? 

Anesthetic deaths 1 out of 5,000 operations 
1) Strangulated hernia in old 75 year old man 
—blood pressure 250 over 170—given spinal 
anesthetic—contra-indicated in above. Faulty 
choice of anesthetic by surgeon—died. 

2) T & A—child died—autopsy showed aspira- 
tion of blood—lungs filled with blood—chart 
showed no bleeding or clotting time taken or, 
worse, routine order at hospital and on chart 
was 10 minutes clotting time—no one bothered 
to look—suction machine not working properly 
—both anesthetist and hospital to blame. 

3) Gall bladder case—big, fat, overweight per- 
son—with gall stones—big eater—flabby tis- 
sues—small hospital, medical anesthetist en- 
gaged—nurse anesthetist assigned so referring 
physician agrees to give anesthetic rather than 
wait for qualified person — knows nothing 
about spinal, intravenous and new inhalation 
machines—so pours ether—he knows ether— 
the overloaded fat heart cannot take it—patient 
gets blue and dies. 

None of these deaths was justifiable—they 
are dead—can we prevent them from happen- 
ing again—was action taken by anesthesia or 
surgery department or recommendations made 
to Executive Committee or Board—why not— 
records — rules — responsibilities — they are 
staff's and they are yours — in this case, no— 
2 done at night — they died — surgeon saw 
relatives — poor Yorick — waited too long — 
I'm sorry. This with other things brought non- 
accreditation. Why — statistics never studied 
—never made use of. 

Maternal deaths 1/4 of 1% justifiable 

A maternal death in Michigan has been defined 
by Dr. N. Miller at the University of Michigan 
as any woman dying while she is pregnant. 

X-hospital had 1,000 deliveries—2 maternal 

deaths. 

2% terrible—no—justifiable—yes— 
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1) One woman—six months pregnant—had 
auto accident — multiple fractures — died — 
justifiable. 

2) One woman—seven months pregnant died 
advanced diabetes — poor heart — in hospital 
two months prior to death — controlled diet — 
blood transfusions — consultations — death 
justifiable. 

Y hospital — 3,000 deliveries — 3 maternal 

deaths— 

1% good — no — justifiable — no—all same 

doctor— 

All three deaths read as follows: patient eight 
months pregnant brought in having almost 
continuous convulsions — blood pressure 
200/170—internes’ history or history of relative 
shows for last three months patient has been 
blacking out—legs have swollen terribly—un- 
able to sleep unless propped up in bed—has 
visited doctor and he told her not to eat meat 
and restrict fluids and activity—told her blood 
pressure was high and urine was bad—death 
was not justifiable—why not brought in earlier 
and therapy instituted to help kidneys and 
electrolytic balance—possible caesarean—con- 
sultation. 

A hospital staff and Board allowing one of 
its physicians to conduct himself in such a 
sloppy, negligent manner is itself derelict. If 
above recurred more than once he should have 
been barred from bringing obstetrical cases to 
Y hospital. 

Sterilizations 

I'm not going into the religious aspects. | 
personally do not believe any sterilization 
should be done without pathological reasons. 
Yet the Joint Commission is very flexible, say- 
ing the staff will make its own rules—if staff 
agrees and part of rules and regulations reads 
they may be done for socioeconomic reasons— 
fine—define reasons? Sterilized after 1 baby 
or 5 babies? Put it in writing and all staff live 
up to it. 

Examples of abuse—pull charts on steriliza- 
tions—true examples from surveyors— 

Woman age 23—married 3 years—3 babies 

—does not want more babies—cannot afford 

them—sterilized. 

Woman age 21—1 child—reason for steril- 

ization—moving to Wyoming. 


Man age 30—divorced—paying alimony to 
first wife and three children—wants steril- 
ization because he cannot support possible 
children from new wife—documented. 

Has your hospital ever analyzed its steriliza- 
tions—can it justify them—has it printed rules 
and regulations regarding them? 

So it goes—average caesarean section rate 
throughout the country of 60—what is yours 
—are they justified—have you honest-to-good- 
ness consultation on them or is it the old story 
of scratch my back, I'll scratch yours—are you 
allowing society caesareans? 

Tissue Committee reviews all tissues _re- 
moved and compiles statistics—are they just 
filed or are they really studied and used—In 
the early releases of the study sponsored by 
Kellogg Foundation called the Professional 
Activity Study, under Dr. Vergil Slee—on 14 
Michigan hospitals — 2 of these hospitals 
showed an unjustifiable appendix removal on 
more than 30% of all appendices done in the 
hospital—1 out of 3 unjustified in the eyes of 
the staff committee of the hospital reviewing 
the charts—some for hysterectomies. 

So here is X hospital—possibly your hospital 
—I walked through it in an hour—I asked for 
these statistics—I pulled charts when statistics 
were not available—under known rules they 
did not stand up—3 hours in your hospital— 
the last two in a chair—I can look you in the 
eye and say you are not accredited—and docu- 
ment it. 

Your medical staff has been laggard—lazy, 
smug, complacent—you have been remiss—the 
four R’s mean nothing to you—rules, regula- 
tions, review and responsibility. 

That is why we ask for staff meetings—a re- 
view of hospital work—75 per cent attendance 
—a loyal and integrity within to bring up pa- 
tient care—not an outside speaker talking on a 
new drug or operation while your patients die. 

Roughly, I have given you an insight into 
the other 3/4 of the work of a surveyor for the 
Joint Commission. In the two years of our 
existence we have seen good results—it is not 
an easy road for you or for us—change and 
disciplines create irritations—we ask that you 
work and cooperate with us in improving hos- 
pital patient care. 
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PORTAL HYPERTENSION: SEQUELAE 


AND MANAGEMENT* 


Mitton Wernserc, M. D., Freperick E. Krepev, M. D., anb Henry W. Mayo, Jr., M. D. 
Charleston, S. C. 


bstruction to the portal vein or its 
‘@) tributaries is manifested clinically by 
the presence of esophago-gastric varices, 
splenomegaly, and, not infrequently, hyper- 
splenism. Within the past ten years, principles 
of surgical care of these manifestations have 
been established to such an extent that a 
rational plan of management may be outlined 
for patients showing the evidences of increased 
portal pressure. It is the purpose of this paper 
to present a brief discussion of such a plan of 
management and to report four cases. 

Surgeons find themselves concerned with 
three problems in this group of patients: (1) 
immediate control of acute bleeding from eso- 
phago-gastric varices; (2) prevention of later 
or further bleeding episodes; (3) treatment of 
hypersplenism. 

Control of acute bleeding from esophago- 
gastric varices is based upon definitive diag- 
nosis, replacement of blood by transfusions, 
and, in cases of massive or persistent bleeding, 
a direct attack on the source. In some series of 
cases up to 60% of patients experiencing their 
first hemorrhage from varices died in this ini- 
tial episode, either from exsanguinating loss of 
blood or from liver damage associated with 
pre-existing cirrhosis, shock, and anoxia. With 
the use of the Blakemore-Sengstaken eso- 
phago-gastric tube for balloon compression of 
the bleeding varices, and direct suture of the 
varices as recommended by Linton,' this im- 
mediate mortality has been reduced, according 
to most reported series of cases. Brayton? has 
reported 17 cases of massive hemorrhage from 
esophageal varices in children with six deaths. 
All of these deaths occurred prior to the use 
of the Blakemore-Sengstaken tube and there 
have been no deaths in such cases since its 
use has been instituted. 

Surgical efforts toward prevention of later 
From The Department of Surgery, The Medical Col- 
lege of South Carolina, and The Roper Hospital, 
Charleston, South Carolina. 
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bleeding from esophago-gastric varices have 
been directed primarily toward lowering portal 
pressure by anastomosis between the portal 
and systemic venous systems. It should be 
recognized that these shunts have no effect 
on the underlying cause of portal hypertension. 
In cases initiated by cirrhosis of the liver no 
improvement in the status of the liver disease 
or ascites, if that is present, can be expected. 
However, in many cases, the effects of portal 
hypertension—specifically, hemorrhage from 
esophago-gastric varices—are far more dis- 
abling and lethal than the initiating disease, 
and on this basis an attempt to lower portal 
pressure is desirable, even in the presence of 
moderately severe cirrhosis of the liver. Care- 
ful selection of cases is essential to the rela- 
tively low mortality rate which should ac- 
company the surgical procedure. Evaluation of 
operative risk is based primarily upon de- 
termination of the extent of liver disease pres- 
ent, and upon observation of improvement 
obtainable in the cases of advanced cirrhosis 
under vigorous medical management. Most 
authors indicate that patients with serum al- 
bumen levels of less than 3 gm. per 100 ml. 
unremitting jaundice, bromsulphthalein reten- 
tion over 40‘7 in 45 minutes, and ascites which 
cannot be improved by a careful medical regi- 
men, present a very poor operative risk. 

At present, two procedures seem to offer the 
best results in lowering portal pressure and 
preventing bleeding from esophago-gastric 
varices—anastomosis of the portal vein to the 
vena cava, side-to-side or end-to-end, and 
anastomosis of the splenic vein to the left 
renal vein, end-to-side, with removal of the 
spleen but preservation of the kidney. Accord- 
ing to Rousselot,* a portacaval shunt is in- 
dicated in those patients with moderate spleno- 
megaly, a small splenic vein, and a large patent 
portal vein. Splenectomy and a splenorenal 
shunt should be performed in patients with 
splenomegaly, hypersplenism, and a large 
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splenic vein. For the group of patients in which 
the portal vein is obliterated or has undergone 
cavernomatous changes, splenectomy and a 
splenorenal shunt will be mandatory. 


It may be seen that a satisfactory choice of 
operation demands adequate demonstration of 
the portal system prior to operation, since 
either the portal vein or the splenic vein may 
be unfit for use in an anastomosis. The com- 
bined method of portal venography described 
by Rousselot,* utilizing percutaneous splenic 
portagrams prior to operation, and, if neces- 
sary, portal portagrams at the operating table, 
fulfils this demonstration quite satisfactorily to 
allow the surgeon a definitive plan of opera- 
tive procedure. 


Hypersplenism, as manifested singly or in 
combination by anemia, leukopenia, and 
thrombocytopenia, is a poorly understood 
phenomenon occurring frequently with the 
congestive splenomegaly of portal hyper- 
tension. The mechanism by which depression 
of formation or increased destruction of blood 
elements occurs is a subject of considerable de- 
bate, and there is agreement among investiga- 
tors only that splenectomy is curative. It is 
important to realize that hyperplenism may 
accompany splenomegalies of widely diverse 
origins, many of which are classified as idio- 
pathic, and accurate diagnosis, classification, 
and therapy are dependent upon thorough 
studies, including liver function tests and 
barium x-ray studies of the esophagus to 
demonstrate other evidences of portal hyper- 
tension. 


The following four cases demonstrate several 
of the problems and techniques of manage- 
ment of the sequelae of portal hypertension. 
(Note: The first two cases were reported in 
1950 by Postlethwait and Moseley® prior to 
the introduction of portal venography. ) 

Case No. 1: J.R.B., a 12 year old white male was 
first seen in October, 1949, with a history of retarda- 
tion of development, recurring anemia, and spleno- 
megaly, first noted at the age of four years. The child 
was pale and under-developed, and initial blood 
studies revealed a Hgb. of 9.75 gms., RBC 2,750,000, 
WBC 7,050 with a normal differential count. He was 
admitted to Roper Hospital in June, 1950, with a Hgb. 
of 7 gms., RBC 2,520,000, WBC 4,350, platelet count 
143,000. Serum bilirubin was 2.4 mgs. and pro- 


thrombin time was 79% of normal. No ascites was 
present. The spleen was palpable three cms. below the 
left costal margin. The liver was not palpable. Eso- 
phago-gastric varices were demonstrated by barium 
x-ray studies. After adequate replacement of blood by 
transfusion, the child was operated upon. Splenectomy 
and end-to-side splenorenal venous anastomosis were 
performed. The initial portal venous pressure was 
elevated to 245 mm. of saline, and at the completion 
of the shunt was measured as 180 mm. of saline. The 
liver appeared grossly normal at operation. The pa- 
tient’s immediate postoperative course was satisfactory, 
and at the time of last follow-up in March 1952, he 
had shown no evidence of anemia since operation. His 
last x-ray studies in November, 1951, demonstrated re- 
gression of the esophageal varices. 
Comment 

It should be noted that the indication for 
operation in this case was hypersplenism, not 
bleeding from esophageal varices. Postlethwait 
and Moseley$ in their report on this case stress 
that in removing a spleen for hypersplenism, it 
is essential to be prepared to proceed with 
splenorenal shunt at the same operation if 
portal hypertension and varices have been 
demonstrated. Thrombosis and obliteration of 
the splenic vein after splenectomy render this 
vessel unfit for use in a venous anastomosis at 
a later operation. 

Case No. 2: J. F., a 13 year old white male, was ad- 
mitted to the Roper Hospital in May, 1950, during an 
episode of massive bleeding from esophago-gastric 
varices; he was vomiting blood and passing tarry 
stools. Admission blood pressure was 84/40, pulse rate 
120 per minute, and his Hgb. was 7 gms. The spleen 
was palpable 8 to 10 cms. below the left costal margin. 
Despite transfusions of 3,000 ml. of whole blood, his 
Hgb. dropped to 4.5 gms. over the next 48 hours, and 
he continued to pass large tarry stools. Esophageal 
varices were demonstrated by barium x-ray studies. 
With obvious persistence of massive bleeding, a 
Blakemore-Sengstaken tube was passed, the balloons 
inflated and left in place for 72 hours during which 
time the bleeding subsided. Over this period and dur- 
ing the next 12 days he received 7,000 ml. of addi- 
tional blood by transfusion, after which his Hgb. rose 
to 15 gms. His WBC at this time was 4,200. Brom- 
sulphthalein tests showed no retention of dye at 45 
minutes, and serum albumen was 3.94 gms. On the 
twenty-first hospital day splenectomy and splenorenal 
venous anastomosis were performed. The liver ap- 
peared grossly normal at operation. Portal venous 
pressure before splenectomy was 490 mm. of saline and 
after completion of the anastomosis was 290 mm. of 
saline. His immediate postoperative course was satis- 
factory, and at the time of his last visit in March, 1952, 
he had had no further evidence of bleeding from 
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varices. X-Ray studies, however, in November, 1951, 
demonstrated persistence of the esophageal varices. 
Comment 

This case demonstrates a phenomenon that 
is difficult to explain—persistance of varices, 
but no further episodes of bleeding. It has 
been observed repeatedly that one cannot cor- 
relate bleeding with the levels of measured 
portal pressure, although it has been stated 
that a drop in portal pressure below 300 mm. 
of water will result in protection of the patient 
from recurrent bleeding despite persistence of 
varices.€ It may be surmised that pressure in 
the varices may be lowered sufficiently to pre- 
vent rupture and that 300 mm. of water repre- 
sents a critical level of pressure in these varices. 

Case No. 3: L. C., an 11 year old white male, was 
first seen here in October, 1954, with a history of bouts 
of malaise, weakness, and anemia six months previous- 
ly, for which he was treated by blood transfusions. 
Two months prior to this initial visit, he had had a 
similar episode of weakness accompanied by vomiting 
of bright red blood. The child appeared chronically 
ill, was pale, and the spleen was palpable just below 
the left costal margin. The liver was nodular and was 
palpable four cms. below the xiphoid process. His 
Hgb. was 9 gms., RBC 3.7 million, and WBC 3,000. 
Barium x-ray studies demonstrated esophageal varices. 
He was transfused, and after work-up was scheduled 
to be readmitted to the hospital on November 6, 1954, 


Figure 1. Percutaneous splenic portograms demon- 
strating large, patent splenic and portal veins, case 
No. 3. 

for operation. On October 30, 1954, seven days prior 
to the date scheduled for readmission, the child again 
began vomiting large amounts of blood and was re- 
admitted to the hospital as an emergency. His Hgb. at 
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that time was 3.7 gms., RBC 1,800,000, WBC 8,900. 
After admission he showed no evidence of continued 
bleeding and with transfusions, his Hgb. rose to 14.5 
gms. The child’s abdomen was protuberant and it was 
thought by some observers that he had ascites. Serum 
albumen was 2.83 gms. on admission, but rose to 3.28 
gms. on a strict regimen, total proteins rising from 
4.97 gms. to 6.0 gms. The cephalin flocculation test 
was negative and there was no retention of brom- 
sulphthalein dye at 45 minutes. His total white count 
remained at 5,000 to 6,000 during this period, and 
had been recorded at 3,000 on one occasion, possibly 
indicating an element of hypersplenism. On November 
12, 1954, in the operating room and under endo- 
tracheal anesthesia, percutaneous splenic portagrams 
were made by direct injection of 50 ml. of 70% Uro- 
kon into the spleen, x-rays being made on the 
operating table (Figure 1). The entire portal venous 
system was outlined and was seen to be patent, con- 
firming the impression of intra-hepatic block due to 
cirrhosis. A large splenic vein was demonstrated, and 
therefore through a left thoraco-abdominal incision, 
splenectomy and a splenorenal shunt were performed. 
Initial portal pressure was 410 mm. of saline, and after 
completion of the shunt pressure was measured at 310 
mm. of saline. The liver was nodular with the gross 
appearance of cirrhosis, and later microscopic study of 
the liver biopsy was consistent with the gross appear- 
ance. The child’s postoperative course was satisfactory 
and he was last seen on May 4, 1944, six months post- 
operatively, at which time he was in excellent health 
with no history of further bleeding. Barium x-ray 
studies on February 2, 1955, demonstrated definite re- 
gression of the esophageal varices. 
Comment 

In this case, splenic portograms allowed a 
left thoracoabdominal approach at operation 
with the assurance that the splenic vein could 
be utilized for anastomosis. Gross? states that 
the splenic vein will almost always be adequate 
for anastomosis in children. 

Case No. 4: P. J., a 39 year old white female, was 
admitted to Roper Hospital on December 29, 1954, 
shortly after having vomited a large amount of bright 
red blood. This patient had had five previous ad- 
missions to the hospital since 1948 with episodes of 
massive hemorrhage from esophageal varices. On her 
first admission she underwent abdominal exploration 
with negative findings. On two previous admissions, 
bleeding had been controlled with the Blakemore- 
Sengstaken tube and on July 19, 1954, after repeated 
recurrences of bleeding with removal of the tube, 
direct suture ligation of the varices was carried out 
transthoracically with control of the bleeding. The 
patient was readmitted approximately three months 
after this procedure with recurrent hemorrhage. A 
shunt had been recommended on previous admissions, 
but had been refused by the patient. On the last ad- 
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mission the patient was in shock for a short period of 
time, but responded promptly to blood transfusions. 
Admission Hgb. on December 29, 1954, was 9 gms., 
RBC 3,750,000, WBC 12,800, platelet count 80,000. 
The spleen was palpable 3 cms. below the left costal 
margin. Liver function studies were within normal 
limits. On December 31, 1954, in the operating room, 
and with the patient under endotracheal anesthesia, 
percutaneous splenic portagrams were made, demon- 
strating a patent portal system with a large splenic 
vein (Figure 2). Splenorenal venous anastomosis was 
performed through a left thoracoabdominal incision. 
Portal venous pressure prior to splenectomy was 290 
mm. of saline, and after completion of the shunt was 
220 mm. of saline. The liver appeared somewhat cir- 
rhotic to observers at the operating table, but biopsy 
material was normal microscopically. Her post- 
operative course was uneventful and when last seen on 
May 1, 1955, her condition was satisfactory, with no 
further episodes of bleeding since operation. Post- 
operative barium studies of the esophagus have not 
been obtained in this case. 


Figure 2. Percutaneous splenic portagrams made in 
case No. 4, demonstrating the portal venous system. 
A very large splenic vein is well outlined. 


Comment 

This case again demonstrates the use of 
portagrams in the definitive approach for por- 
tal decompression. It is possible that a porta- 
caval shunt might have been preferable to the 
splenorenal venous anastomosis in this patient, 
since greater decompression is possible 
through the larger fistula. However, with a 
large splenic vein assured by the splenic porta- 
grams, familiarity with the procedure of 
splenorenal shunt made this a less hazardous 
procedure for the patient. 


Discussion 

In a group of patients with cirrhosis of the 
liver and bleeding from esophageal varices, 
Nachlas and his co-workers® report that 60% 
died with their first hemorrhage, and that one- 
third of those surviving the initial hemorrhage 
died within the next year from bleeding eso- 
phageal varices. This author states that al- 
though antibiotics and modern general thera- 
peutic measures have considerably prolonged 
the life in cirrhotics who have not bled, once 
hemorrhage occurs there is no evidence that 
non-operative treatment can lower this ex- 
tremely high mortality rate. In contrast to these 
figures, Blakemore®,'° reported 61 cirrhotic 
patients operated upon and followed from one 
to seven years with recurrence of bleeding in 
only five cases. Jahnke and his group reported 
results following operation in 24 patients with 
bleeding esophago-gastric varices; two of these 
died in the immediate postoperative period. At 
the time of his report in 1953, all of the remain- 
ing patients had survived from one month to 
three years. Two of these patients had each 
had a single mild episode of bleeding after 
operation, but both had survived an additional 
two years without subsequent episodes of 
bleeding. It would seem from these figures that 
shunting of blood from the portal system into 
the caval system is an effective method of pre- 
venting further hemorrhage and thereby pro- 
longing life. Prophylactic portacaval shunt 
operations for patients with demonstrated vari- 
ces but without a history of bleeding have been 
considered justified only in those few patients 
in whom splenectomy is advisable for hyper- 
splenism. This is very much of a secondary con- 
sideration in most cases. Although the mortal- 
ity from operation is not excessively high, no 
accurate figures are available to indicate that 
the risk of hemorrhage in patients who have 
not bled from varices is any greater than the 
operative risk. 

Summary 

A general outline of the surgical treatment 
of the sequelae of portal hypertension is pre- 
sented. Four illustrative case histories are pre- 
sented to demonstrate features of surgical care 
and operation. At the present time, lowering of 
portal pressure by means of portacaval or 
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splenorenal venous anastomosis is the best 
method available for the prevention of bleed- 
ing from esophagogastric varices in patients 
who have had one or more episodes of hemor- 
rhage. 
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THE MAJOR DETERMINANTS IN 
SOCIETY’S HEALTH 


Harry S. Mustarp, M. D. 
New York, N. Y. 


e assemble here this afternoon for the 
\ \ specific purpose of launching new 
groups educated for the practice of 
their respective professions in the healing arts 
and sciences. But an occasion such as this re- 
affirms also society’s acceptance of the concept 
that disease is unnecessary and a long life de- 
sirable. On a purely objective basis, this thesis 
might be challenged, in part at least, by the 
economist, or the biologist, or by both. But 
since ours is a humanitarian society it seems 
likely that there will be a continuation of 
efforts to prevent and cure illness and to post- 
pone death as long as possible. Being thus com- 
mitted, society must, from time to time, re-ex- 
amine the problems involved and determine 
how well it is discharging this responsibility 
which it has assumed. 

Obviously the amount and character of ill- 
ness that man experiences in the net result of 
complex forces which exert themselves in op- 
posing directions. On the one hand are those 
influences which contribute to sickness and 
death; on the other, are those which contribute 
to health or offset partially, or completely, 
some of the forces of morbidity and mortality. 

The forces that contribute to, or precipitate 

Address delivered at Commencement Exercises, 
Medical College of South Carolina, Charleston, S. C.., 
June 2, 1955. 
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disease, are of course numerous and diverse. 
They have been categorized and classified in 
various ways, but for present purposes it is not 
necessary to list these etiological factors in de- 
tail. Their significance can better be appreci- 
ated by identifying the sources from which the 
most important arise. Broadly speaking these 
origins are in the physical, biological, and 
social areas, with a miscellaneous category for 
those which do not fit comfortably into the 
above groups. Quite frequently, of course, the 
factors that contribute to disease in any given 
situation arise from more than one source, and 
always and simultaneously, forces that con- 
tribute to health or to recovery are similarly in 
process. 

The operation of the physical factors that 
contribute to diseases and death may be dis- 
posed of fairly simply and briefly. Thus, in 
spite of man’s intellectual advances he remains 
subject to elemental forces and furies: to fire; 
to cold; to a broken neck through the force of 
gravity; to destruction by flood and storm. As 
to accidents and disabilities from less formid- 
able physical causes, man today appears to be 
even more prone to casual injuries than was 
the case in primitive society. Perhaps he has 
more things with which to hurt himself. 

The operation of biologic forces in causing 
disease is less dramatic than in the physical 
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but far more important. That these forces are 
always present as potentialities or as actualities 
is evident when we consider the following: 
First, man, as Homo sapiens is but one of 
hundreds of thousands of species which inhabit 
this earth. Second, from the biological stand- 
point, man’s survival as an individual or as a 
species is no more important than that of any 
other flesh or fish or fowl, or the virus of polio- 
myelitis. Third, each species has a fairly defi- 
nite outside limit to its life span and each in- 
dividual in H. sapiens is bound by this species 
limitation; and fourth, any single member of a 
species may possess genetic disabilities pecu- 
liar to him as an individual. 

Each species, including man, is preoccupied 
with survival. In an attempt to ensure this, 
each species has a definite orbit of existence. 
In the circumstances, it is inevitable that the 
orbit of man and the orbits of other species 
overlap from time to time, or, in some in- 
stances, continuingly. In most cases, these 
overlaps are without damage to either, but not 
always. Sometimes there is disaster, as when 
the path of a predatory animal crosses that of 
a weaker species. But productive of vastly 
greater disability and mortality than this 
kind of episode, though more subtle in its 
significance, are those overlaps which occur 
between man’s orbit and orbits of pathogenic 
organisms: as when he drinks water which 
happens at the moment to be the dwelling 
place of cholera vibrios, or where in some other 
way he makes contact with infectious material. 

When this sort of thing occurs and symptoms 
arise, we designate the result as a disease, and 
quite properly so, from a practical standpoint. 
However, a case of tuberculosis, or of malaria, 
is but evidence of the overlap of the life orbits 
of H. sapiens on the one hand, and the tubercle 
bacillus or a plasmodium, on the other. In- 
fectious diseases therefore are but biological 
accidents wherein the host reacts vigorously in 
an attempt to offset a disturbance caused by a 
parasite to which that host is not adjusted. 
Parenthetically it may here be observed that 
man, in his relations with his parasites, shows 
a less kindly spirit than does the parasite itself. 
Man attempts to destroy them all, inside and 
outside his body. The parasite, however, is ask- 


ing for nothing more than board and bed. It 
does not want to kill its host, for then it would 
have the problem of surviving in an alien 
environment. But to summarize the origin and 
significance of infections, it may be said that 
in a raw biological existence, unadjusted by 
human efforts, diseases of this sort are the in- 
evitable results of the juxta-position of differ- 
ent species. 

In considering the limitations of the span 
of life of H. sapiens, and its influence upon 
each individual in that species, one must again 
think biologically. From that standpoint, in 
contrast to a social and humanitarian approach, 
the individual in H. sapiens loses his value to 
the species when his potentialities for re- 
production and protection of the young have 
passed. If he were living in a primitive society, 
he would be recognized as old much earlier 
than is the case in present circumstances. With- 
out the beneficent and anesthetic aid of eye- 
glasses, dentures, razors, girdles and cosmetics, 
one’s biological age would become embarrass- 
ingly apparent. 

It is in the nature of things, then, unless 
something can be done about it, that by mid- 
dle age man’s anatomy and physiology, geared 
only to last through his reproductive period, 
begin to deteriorate from the accumulated 
shocks, and insults of years. And if a particular 
individual has by genetic chance come into 
life with a bad combination of chromosomes, 
his health and the length of his life might be 
affected. 


It is difficult to assay and interpret correctly 
the character of and operation of these forces, 
inimical to health, which are incident to civil- 
ization and our present society. Dense ag- 
gregations of great numbers of persons have, 
in the past, contributed to rapid and wide- 
spread dissemination of infectious material, 
with resultant epidemics. Again, the tensions 
of modern living and the millions of decibels 
which crash daily on the urban dweller, are 
not doing him any good and may account, in 
part, for the fact that mental and nervous dis- 
eases constitute a staggering social problem. 
Perhaps the most specific evidence of the price 
paid for progress is to be found in today’s 
death and disabilities from traffic accidents. 
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What the tiger did to man in his tribal days is 
nothing compared to what society suffers now 
from one of the essentials in modern life, the 
automobile. Thus the harnessing of power, in- 
dustrialization and urbanization and the pres- 
ence of many other pressures and complexities, 
must be recognized as having within them in- 
fluences that are inimical to health and long 
life. 

But while the forces detrimental to man’s 
health are in operation, other forces tending 
toward his health and survival are similarly in 
process. There is of course, inherent in healthy 
tissues a tendency to return to normal after 
disease and injury, providing the physical, or 
biological, or chemical insult is not over- 
whelming or too prolonged. Further, although 
epidemics are attended with high mortality, 
the survivors have bestowed on them, in many 
instances, an immunity which protects them 
from that disease in future. Also it must be 
recognized that although some of our present 
day disabilities are contributed to by modern 
living, the benefits that have come from the 
improvement in social conditions, and the 
accumulation and application of scientific 
knowledge, far outweigh the detrimental 
forces which civilization has introduced. 

It must be recognized too that contributions 
to man’s health have come from areas quite 
outside of medical science. In this country, 
and in many others, advances in agriculture, 
manufacture, transportation, and refrigeration 
have ensured a supply of food more nearly 
adequate in quantity and quality and safer to 
ingest than ever before in the world’s history. 
The engineer and chemist provide adequate 
and safe water and in spite of exceptions, the 
average home of today is basically more 
comfortable and sanitarily far safer than was 
the palace of two centuries ago. A better bal- 
anced economy permits those who will work, 
and even those who won't, a sufficient income 
to obtain the necessities of life and some of its 
luxuries; and those who do physical work, and 
in fact practically all those who work for 
someone else, have had the burden of long 
hours and exhausting toil pretty well lifted 
from them. This emancipation from long hours 
of toil, of course, does not apply to those in 
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most professions, nor to students: that is a 
quite different story. 

Man has learned too, how to put into effect 
highly specific measures that will offset, in 
some degree, his hazard from other species. He 
has learned the life history of most of those in- 
fectious agents which, in a natural state, would 
be a menace to his health. He has learned that 
diseases of this sort will not occur unless there 
is present in his community a focus or foci of 
infection, plus persons who are susceptible to 
such an infection, and avenues or means by 
which infectious agents may get from the focus 
to the susceptible. He is able, in some in- 
stances, to change susceptibles into immunes, 
to block or neutralize those avenues along 
which infection travels. He has learned, too, 
how to destroy or neutralize many infections 
after they gain access to the body. 

The success attained in applying these 
measures is manifest in the fact that in western 
civilization, famines and devastating epidemics 
are things of the past, and in the fact that 
many communicable diseases and nutritional 
disabilities which formerly maintained rather 
high prevalences, have been reduced almost to 
a vanishing point. This has been of particular 
importance, inasmuch as the force of mortality 
from many of these diseases was exerted main- 
ly upon the young. Perhaps one or two specific 
illustrations may be helpful. In New York City 
in 1853, the Board of Health reported that 
deaths of infants under one year of age con- 
stituted 35 per cent of all deaths. Again in 
New York City, in 1853, the deaths of children 
under ten years of age made up nearly two- 
thirds of all deaths. Contrasted to this it may 
be said that last year less than five per cent of 
those who died in New York City were under 
one year of age, and only six per cent of the 
total deaths were in children under ten years 
of age. 

It is apparent then, that insofar as concerns 
those diseases which make their appearance 
because of an overlap in the life orbits of man 
and of some other species, the measures under- 
taken by society have been highly productive, 
and that the hazards of infancy and childhood 
have been offset to a remarkable degree. How- 
ever, as is so often the case, the solution, or 
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partial solution, of one problem tends to bring 
new aspects of that particular problem, or 
other problems into relatively greater promi- 
nence. 

Thus, because there are fewer deaths in the 
young, the average length of life today is about 
twice as long as it appears to have been in 
Colonial times, and half again as long as it 
was at the beginning of this century. As a re- 
sult, greater numbers of persons, both relative- 
ly and absolutely, are now found in the upper 
decades of life. This changing picture of the 
numbers and proportion of older persons in 
society may easily be appreciated by viewing 
the census returns of the United States at the 
beginning of this century, and at mid-century. 
In 1900, the population of the United States 
was about 76,000,000. Of these, a little more 
than 3,000,000, or some four per cent, were 
65 years of age and over. In 1950, the popula- 
tion was a little more than 150,000,000. About 
12,000,000 of these were 65 years of age and 
over, and constituted eight per cent of the 
population. Thus the number of elderly per- 
sons subject to diseases associated with the 
aging process has tripled, and the per cent in 
the population has doubled. It is to be ex- 
pected, therefore, that as greater numbers and 
proportions of people attain a length of life 
that approaches the life span limitation of the 
species, the types of diseases which finally 
bring life to a close would exert a greater and 
more frequent effect. Only moderate success 
has been attained in controlling diseases of 
this sort, for the life expectancy of a man of 
fifty, today, is only about five per cent greater 
Man it was at the heginning of this comin, 

This leads to the inevitable conclusion 
we have only meager knowledge as Ww the 
causation, cure or control, or the prevention of 
those diseases which are prone to manifest 
themselves around and after middle age: can- 
cer, the cardiovascular-renal complex, the 
chronic arthritic conditions, etc. And existing 
agreements as to the etiology of mental dis- 
eases are based upon a good deal of hypothesis 
and speculation. 

What society should do and is obligated to 
do in future, as regards these diseases and 
others that constitute serious problems, can be 


fairly well determined by reviewing the way 
in which progress has been made in the past. 
Broadly speaking, we find that such improve- 
ment as has been made in the health of society 
has been due to the acquisition of new knowl- 
edge and its widespread application. More 
specifically, new knowledge has been obtained 
through observation and research, and its con- 
tinuing benefits have been ensured through 
providing for the professional education of 
new groups competent to contribute to re- 
search, to teach, and to practice in the healing 
arts and sciences; and through providing the 
mechanisms and resources necessary in hos- 
pitals, medical colleges, and health agencies. 

Much more could be said in connection with 
professional education and practice in the 
healing arts and in relation to research. It is 
not appropriate to pursue this matter here, but 
two specific aspects may be cited. First, I am 
naive enough to believe that a primary func- 
tion of an educational institution is to teach. 
For this, good teachers must be provided. But 
it is not enough merely to provide good teach- 
ers; they must be retained. They cannot be re- 
tained, nor can they function fully, unless they 
are reasonably at peace in their minds. They 
cannot have mental peace unless their working 
conditions are satisfactory and their compensa- 
tion adequate. 

The second necessity of medical and allied 
education to which I wish to refer is research. 
No institution can remain vital and productive 
unless there is the spirit and actuality of in- 
quiry and investigation, and the funds neces- 
sary for it. In this connection society has shown 
very Homan hut not ton constructive attitude, 
There has been ao inclination to decide: what 
is important ou the basis of emotion and 
drama, rather than in terms of facts. Further, 
there is often a distressing parsimony in pro- 
viding funds for basic research. And yet the 
ultimate answers to etiology, prevention and 
treatment of those diseases which today cause 
most illness and death are most likely to be 
found in the deep recesses of physics, in phy- 
siology and biochemistry, in pharmacology, 
and in the ultimates of cell metabolism and 
hormone balance. Categorical research and 
direct investigation of specific disease must of 
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course be continued, but such pursuits need to 
be complemented by a search for that broad 
and fundamental knowledge which will pro- 
vide an understanding of the basic physical, 
biochemical and physiological processes in- 
volved. 

Here, on this occasion, which is coincident 
with the culmination of one phase of a most 
commendable and sound development of the 
Medical College of South Carolina, it is fitting, 
I think, to pay tribute to the vision and vigor 
of President Lynch and the Faculty and 


Trustees of this fine and honorable institution. 
I think, too, that in this connection it is ap- 
propriate to recognize the wisdom of succeed- 
ing governors and legislators, and of the citi- 
zens of the State who must indirectly approve 
the actions of those who make laws and ap- 
propriations. May they never weaken in their 
convictions that in spite of man’s biological 
hazards and limitations and those imposed by 
a complex civilization, the principal deter- 
minant of society’s health is society itself. 


THE PRESSING CHALLENGE OF 
LUNG CANCER 


RicHarpD H. OvernHo tt, M. D.* 
Boston, Massachusetts 


most challenging situation confronts 

doctors in this, our time. Cancer of the 

lung has catapulted to first place as a 
cause of cancer death among men. If the 
attack rate continues to accelerate at pres- 
ent trends, the male population will be de- 
cimated by the end of the century. Today, to- 
morrow, any practicing physician may be con- 
fronted with a lung cancer problem. His at- 
titude as to an abnormal shadow in an x-ray 
may quite likely decide an individual issue as 
to success or failure. 

Comments which follow will be based upon 
an experience in the clinical appraisal of over 
1400 cases of lung cancer in the past twenty- 
three years. Although cancer attacking in this 
location has been a highly lethal disease, there 
is cause for some optimism. Now, the risks of 
surgical treatment have been minimized. Year 
by year, the resectability rate is rising. An in- 
creasingly higher percent of the total is being 
salvaged each year. Follow-up studies reveal 
a great contrast between resected and un- 
resected cases. For example, of those not 
treated surgically, only 0.5 per cent lived three 
years and none lived five years. However, if 
the lung was removed before the cancer had 
extended to mediastinal nodes or chest wall, 
354 per cent lived more than three years and 
41 per cent lived more than five years (Fig. 1). 


*Director, Overholt Thoracic Clinic and Thoracic Sur- 
geon, New England Deaconess Hospital, Boston. 
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WE CAN BE FAIRLY SURE OF THESE 
FACTS 

1. Cancer of the lung passes through a silent 
phase which lasts for variable periods of time. 
Fortunately, the density of the growth is 
greater than that of the lung. In the great 
majority of cases, the appearance of tell-tale 
evidence on a film will antedate symptoms. 
Therefore, discovery by radiologic screening 
should take priority in efforts to discover early 
cases (Fig. 2). 

2. There are no specific symptoms that can 
be attributed to pulmonary carcinoma. When 
symptoms do develop, they may simulate those 
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FIGURE 2B 


This asymptomatic, 63-year old female had a survey 
film which showed a coin lesion in the right lung. 
There was no clinical or roentgenographic change for 
three years. The evidence pointed to a benign pro- 
cess, but resection showed the lesion to be carcinoma 
simplex. 


of almost any pulmonary disease. Carcinoma 
of the lung has been the primary fault in many 
instances where treatment was directed to: (1) 
cigarette cough; (2) bronchitis; (3) pleurisy; 
(4) pneumonia; (5) tuberculosis; (6) asthma; 
(7) emphysema; (8) angina; (9) bron- 
: chiectasis; (10) arthritis; etc. 

3. There are no specific abnormal signs of 
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early cancer. In most early cases, inspection, 
palpation and auscultation are within normal 
limits. When signs do appear, they are usually 
caused by spread of the tumor to the pleura 
or mediastinum. 

4. The direct shadow of a cancer or the 
altered densities of partial or complete bron- 
chial obstruction are so variable that a 
characteristic description is impossible. Dis- 
tortion of shadows by super-imposed aerating 
segments or secondary inflammatory reactions 
contribute still more to the possible number of 
variations in radiologic pattern. 

5. The antibiotics have been a two-edged 
sword when an associated infection leads to 
a misdiagnosis. They frequently cause dramat- 
ic symptomatic improvement. However, as 
temporary benefits during a watchful, waiting 
period are noted, tragic delays have resulted. 

6. Most early cancers are not within the 
range of bronchoscopic vision. Therefore, a 
negative examination does not disprove the 
presence of cancer. The bronchoscopic ex- 
amination has its greatest value in the de- 
termination of the integrity of the bronchus 
to the healthy lung and in appraising mobility 
of the mediastinum. 

7. Many early cancers fail to give positive 
findings on cytological examination. Negative 
tests cannot be accepted as reliable evidence 
against cancer. The collection of repeated 
specimens for such examinations may lose 
precious time. 

8. Unexplained abnormal x-ray density 
which persists for more than two to three 
weeks should alert the physician to the pos- 
sibility of cancer, with or without symptoms 
or other signs. Complete radiologic study is 
necessary to rule out artefacts and_ in- 
consequential densities due to localized pleural 
collections, vascular abnormalities, calcified 
tuberculous lesions, etc. 

9. A direct approach to the shadow-pro- 
ducing lesion—exploratory thoracotomy and a 
total biopsy—is the surest, safest and quickest 
way to'settle the issue. Silent coin lesions and 
other unexplained shadows carry a cancer 
potential of 15-30 per cent according to pub- 
lished reports. The risk of a total biopsy by 
enucleation or segmental resection is but a 
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fraction of 1 per cent. Since this hazard is so 
far below the risk of cancer, there can be no 
argument as to which is the safest course to 
follow. 

THERAPY 

1. The surgical excision of the cancer-bear- 
ing lobe or lung while the lesion is still locally 
confined represents our only curative method 
today. 

(a) Pneumonectomy, with complete med- 
iastinal lymph-node dissection, will be 
necessary in centrally-placed lesions. 

(b) Small peripheral cancers can be 
successfully managed by lobectomy and 
radical mediastinal lymph-node dissection. 
This particularly applies to bronchiolar car- 
cinoma, papillary adenocarcinoma and _al- 
veolar-cell carcinoma, for they may grow 
locally for long periods of time. 

2. Resection in the presence of known in- 
accessible cancer has in many instances pro- 
longed life and added to the comfort of pa- 
tients during the terminal period (Fig. 1). This 
applies particularly to situations when (a) 
there is bronchial obstruction and secondary 
suppuration, (b) an intractable cough or 
hemorrhage, and (c) dyspnea due to reflex 
bronchospasm or flooding of the contralateral 
lung. Palliative resection should not be at- 
tempted when massive mediastinal invasion by 


FIGURE 3 


This 40-year old man had bilateral cystic disease which 
was discovered six years ago when he had a spon- 
taneous pneumothorax on the right. At the time of 
this roentgenogram, his only symptom was pain in the 
left chest. The evidence indicated a filled cyst, but 
resection showed the lesion to be bronchogenic car- 
cinoma. 
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tumor creates insurmountable technical prob- 
lems in hilar dissection, vessel ligation and 
satisfactory bronchial closure. Often, partial 
pericardectomy and _ intrapericardial ligation 
permit a safe palliative resection, however. 


3. Some surgical benefit may accrue for 
those unfortunate individuals who are ex- 
plored and then found to have an unresectable 
lesion. 


(a) A complete mobilization of the lung 
often relieves discomfort and dyspnea by 
lessening abnormal stress from adhesions. 
The contraction of diseased segments is 
favored and compensatory expansion of un- 
involved segments is more likely to occur. 


(b) A sympathectomy from Tl to T6 
seems to relieve cough and chest discomfort 
during the terminal period. The associated 
unilateral vasodilation creates a postopera- 
tive sensation or sense of well being that has 
definite psychologic value. 

(c) An extensive intercostal neurectomy 
may abolish or greatly diminish pain due to 
tumor invasion of the chest wall. 


4. Patients harboring non-surgical pulmon- 
ary cancer may in some instances obtain 
palliative benefit from supervoltage radiation, 
chemotherapy (nitrogen mustard) or both. 
Evidence that life is prolonged is meager. We 
have witnessed both aggravation and ameliora- 
tion of symptoms from their use. Benefits have 
been greatest when there are distressing symp- 
toms, such as engorgement of the head and 
neck veins from superior vena caval obstruc- 
tion, deep-seated nerve root pain and suftoca- 
tion from tracheal compression. Highly un- 
differentiated or anaplastic cancers are more 
responsive to radiation or chemotherapy than 
other types. In the lower grades of adeno- 
carcinoma and epidermoid carcinoma, the ill 
effects of either radiation or chemotherapy 
have usually offset benefits. In patients with 
well-differentiated adenocarcinoma or epi- 
dermoid carcinoma who are inoperable, yet 
are relatively free of symptoms, there seems to 
be little to be gained by such measures. Then 
radiation sickness or toxic reactions to chemo- 
therapy simply add to the burdens of the ter- 
minal period. 
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FIGURE 4 

This 56-year old man had a two-year history of cough, 
dyspnea, and occasional blood streaking. The roent- 
genogram showed an abnormality in the right upper 
lung. The narrowed interspaces and deviated medi- 
astinum would indicate a long-standing lesion of a 
contracting nature, such as tuberculosis. Resection 
showed the lesion to be bronchogenic carcinoma. All 
lymph nodes were negative. 


CONTRAINDICATIONS TO 
EXPLORATION 
1. Positive evidence of an extrapulmonary 
extension of the cancer beyond surgical limits, 
such as distant skeletal, hepatic, cerebral, con- 
tralateral lung or cervical node metastases. 
There are exceptions: 

(a) An extension of the tumor to the 
chest wall and ribs may be within the area 
of surgical excision. 

(b) Pleural involvement may not neces- 
sarily contraindicate surgery, for an extra- 
pleural enucleation of the lung is possible in 
some instances. 

(c) Recurrent nerve paralysis usually in- 
dicates involvement of nodes in the aortic 
window. However, in some cases, these can 
be excised, the vagus nerve sacrificed and 
worthwhile palliation be effected. 

(d) Phrenic paralysis usually indicates 
invasion of upper mediastinum or peri- 
cardium. The mediastinum can be cleaned 
out and the pericardium resected in pro- 
viding palliation. 
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(e) A radical neck dissection with medi- 
astinal node and palliative lung resection 
may, in slow-growing epidermoid tumors, be 
worthwhile. 

2. Advanced age with associated degenera- 
tive disease which precludes major surgery. 

3. Pulmonary insufficiency of the remaining 
lung (extensive emphysema or cystic disease ) 
which is not an induced functional disturbance 
caused by the disease in the lung to be re- 
moved. 

THE PHYSICIAN’S RESPONSIBILITY 

1. Improved cure rates will depend upon 
discovery during the earliest possible phase in 
the growth of the cancer. This is in the pre- 
symptomatic stage. Doctors can largely forget 
about abnormal symptoms and signs. It is best 
that we concentrate upon screening all adult 
males regularly. Arrangements should be made 
through private offices, hospitals, sanatoria and 
mobile units to x-ray on a mass-production 
basis and at low cost. Men who have never 
smoked should be screened annually. Men who 
give a long smoking history should be screened 
at least twice, preferably three times a year. 

2. Fortunately, for this type of common can- 
cer, prevention may be possible. The now- 
established link between smoking and cancer 
has created a new challenge. Every physician 
must become acquainted with the facts and 
take a stand on this issue. Patients, relatives 
and friends should be advised of the hazards 
of inhaling cigarette smoke. Men over fifty 
years of age should be warned that: 

(a) Their chance of developing a cancer 
of the lung is increased by ten-fold. 

(b) Their chance of developing a cancer 
anywhere, excluding the lung, is increased 
by 214 times. 

(c) Their chance of suffering a fatal heart 
attack is more than doubled. 

(d) Moderate cigarette smokers (less 
than a package a day) of 56 years or older 
die on the average of 3 years, 714 months 
earlier than non-smokers. 

(e) Heavy smokers (over a package a 
day ) die on the average 6 years, 814 months 
sooner than non-smokers. 

After the evidence has been studied by doc- 
tors who smoke themselves, it is suggested that 
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they can more effectively carry out their mis- 
sion as guardians of the health by setting an 
example. 


TABLE I 


Primary Cancer of the Lung 
1932 — December, 1954 


TABLE II 
Cancer of the Lung — Survey Discovery 
Total 46 
Treatment Prompt°—16 Treatment Delayed® °—30 
............. 


*Within 3 months of discovery film. 
°°More than 3 months of discovery film. 


COMMUNITY CAMPAIGNS 


Give...the United way 
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By now the largesse of 30 million dollars 
voted by Congress for Salk Vaccine will be on 
the way to being spent. Enthused, and some- 
what confused, by the emotional appeal of the 
possible control of poliomyelitis by vaccine, the 
legislators burst out with an appropriation 
which exceeds by far the funds provided for 
many other efforts in public health which are 
perhaps more substantial. 

But here it is, and it must be gone by next 
February 15. The way in which it is to be used 
differs in various states, and another phase of 
confusion is added to the already long history 
of difficulty. Our own state committee has 
offered a plan whereby one fifth of the avail- 
able vaccine will go into commercial channels, 
and the rest will be stored and distributed by 
the county health departments according to 
methods devised by committees of county med- 
ical societies. Logically this would mean giving 
most of the supply to local active practitioners, 
who would administer the vaccine with or 
without fee, according to the circumstances of 
the patient. 

The N F I P has had its field day, and the 
selected patients have had their opportunities. 
This present supply of vaccine should be 
primarily for the practitioner, who should have 
the right to give it to those of his patients in 
the priority group who were not eligible for 
the earlier distribution. 


SOCIAL SECURITY EXTENSION 

Although strongly opposed by the medical 
profession, the bill to extend benefits has 
passed the House, and will reach a probably 
receptive Senate at the next session of Con- 
gress. The prophets of the news magazines are 
already predicting the probability of passage. 

Should this bill be passed, it will add 
another burden to the rickety structure of 
Social Security, and increase the illusion of the 
something-for-nothing program. Nothing in the 
scheme seems to need more security than 
Social Security itself. 
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As the Trustees of the A. M. A. have said, 
“The distance between our present medical 
freedom and complete government regimenta- 
tion has narrowed considerably. The remaining 
gap will be closed completely unless physicians 
throughout the nation take constructive action 
to educate themselves, the public, and their 
congressmen and senators during the next few 
months.” 


A COWBIRD IN THE NEST 

An article countenanced by the editor of 
the J.A.M.A. has created some indignation 
among the supporters of the general practi- 
tioner. In discussing craniocerebral injuries, the 
author® bemoans the ignorance of the practi- 
tioner, and pictures him sitting dumbly by the 
bedside of the patient who is expiring from 
lack of attention of those keen and able sur- 
geons who might brilliantly save the day. 

Not only is this picture unfair and slanderous 
to the practitioner, but it is also more danger- 
ously misleading to the press and the public. 
No doubt, there is the occasional unperceptive 
physician, but there is no less doubt that there 
is the occasional undesirable surgeon, and to 
stigmatize a class because of a weak member 
is to do just what the sensational magazines 
love to do in berating the medical profession. 

For the practitioner who sits in kindly 
anxiety at the bedside of an ill patient there is 
much to be said. Whatever may be his equip- 
ment in modern skills and modern drugs, the 
sympathy for his patient is still an important 
part of his care and a vital ingredient in his 
healing. Some streamlined and hurried sur- 
geons might well take a leaf from the practi- 
tioner’s book. 


*Seletz, E. J.A.M.A. 158: 535 (June 18, 1955) Also, 
correspondence J.A.M.A. 158: 1198-1199 (July 30, 
1955) and 158: 1461 (Aug. 20, 1955) 


TRAFFIC SAFETY 
While 1954 saw a slight decrease in the na- 
tion’s automobile accident toll, nearly two mil- 
lion casualties were recorded. 
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Even with the slight improvement over the 
more than two million reported in 1953, the 
results are staggering. 


The Travelers Insurance Companies of Hart- 
ford, Connecticut report 35,500 persons killed 
and 1,960,000 injured in 1954. Excessive speed 
was the most dangerous driving mistake in 
1954. Speed killed 12,380 people and injured 
more than 659,000. 


Weekend crashes accounted for 13,980 
killed and 678,000 hurt during 1954. Thirty- 
nine per cent of the deaths and 35 per cent of 
the injuries occurred on Saturdays and Sun- 
days last year. 


Three out of four auto accidents happened 
to passenger cars driving in clear weather on 
dry roads, and 78 per cent of vehicles involved 
in fatal accidents were traveling straight 
ahead. 


These are grim statistics. The above figures 
point out that accidents are heavy, even though 
state and community authorities have spent 
millions of dollars in an effort to provide safer 
and better roads and saner driving. 


Insurance companies and other private firms 
are spending millions for safety education. 
State, county, local and parkway police are 
constantly patrolling streets and highways. 
More and better engineered thruways are 
coming off the drawing boards. It appears to 
us that almost everyone is concerned with this 
needless slaughter and its accompanying waste 
of human and property values. 


Almost everyone, that is, but the drivers. 


Traffic regulations were set up as a proper 
guide for the handling of traffic, and need the 
cooperation of all drivers. The problem starts 
and could ideally end with the drivers. Who 
are the drivers? 


Each one of us knows the answer to that 
question. It is sincerely hoped that by con- 
tinually reminding drivers of safe driving 
through newspapers messages, television, 
radio and literature that traffic accidents will 
be reduced in the coming years. It can be 
done. We are the drivers and it is up to us to 
see that it will be done! 
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NEWS 


Dr. J. Burr Piggott has recently moved to Florence 
to be associated with Dr. George Dawson, Jr. Dr. 
Piggott is a graduate of V.M.I. He obtained his medi- 
cal degree at the University of Maryland School of 
Medicine. He served a two year rotating interneship 
at the University of Maryland Hospital, Baltimore, 
Md. He took his orthopaedic training at the New 
York Orthopaedic Hospital, Columbia-Presbyterian 
Medical Center, New York City, from 1949 to 1952. 

Dr. Piggott has just finished serving 2% years in 
the U. S. Army Medical Corps. He served 16 months 
in Korea. From March, 1953, to August, 1954, he was 
in charge of orthopaedics at the 121st Evacuation Hos- 
pital, Yong Dung Po, Korea. 

After the Armistice Dr. Piggott was chief of the 
U. S. Army orthopaedic team which was sent to the 
Korean Army to aid and instruct its medical depart- 
ment in American orthopaedic methods. This training 
was at the Capitol ROKA Hospital in Seoul, Korea. 


State Health Officer G. S. T. Peeples announced 
that nearly three million dollars now is available to 
South Carolina for constructing hospital facilities. 

Most of the sum, $2,099,930, which was allocated 
under the original Hill-Burton Act, will go for general 
hospitals and health centers during 1955-56. 

Another $768,874 will be used for hospitals for the 
chronically ill, nursing homes and diagnostic and treat- 
ment centers. 

Peeples said the funds for hospital construction will 
be made available on a priority basis. The amount to 
be allocated will be recommended by the board's Hos- 
pital Advisory Committee. 


The Pilot Club of Abbeville presented a $500 check 
and bronze door plaque to Abbeville County Mem- 
orial Hospital in honor of the late Abbeville physician- 
brothers, Dr. John Rayford Power and Dr. Eugene 
Logan Power. A room in the hospital's new wing was 
dedicated in their honor. 


Dr. Julian P. Price of Florence was presented a 
silver cup honoring him upon his retirement as dean 
of the Southern Pediatric Seminar at Saluda. Dr. 
Warren Quillian of Coral Gables, Fla., made the 
presentation. 


Frederick E. Nigels, M. D., announces the opening 
of his office for the practice of internal medicine at 
51-C Montague Street, Charleston. 


Dr. Jack C. Scurry has rejoined the staff of Scurry 
Clinic after a year’s absence on a post-graduate study 
fellowship at Memorial Hospital in New York City. 
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Dr. Mauldin J. Boggs, for 16 years an outstanding 
physician in Abbeville, is leaving to enter the Post 
Graduate Division of the Tulane University School of 
Medicine at New Orleans for a proposed two-year 
study course. 

Dr. Boggs introduced Dr. Leland L. Pool of Wyn- 
der, Ga., who has decided to come to Abbeville to 
practice. Dr. Pool will be located in Dr. Boggs’ clinic 
on North Main Street. 


On August 1, Dr. Lawson Hamilton Bowling, Jr., 
assumed his duties as clinical director of the Columbia 
division, South Carolina State Hospital, as announced 
by the hospital superintendent, Dr. William S. Hall. 

Since September 1952, Dr. Sol B. McLendon has 
had the dual position of clinical director of both the 
Columbia and the State Park Divisions. His entire time 
will now be devoted to State Park where the patients 
number approximately one-half of the total patient 
population of 6,062. 

A native of Central, Dr. Bowling received his pre- 
medical education at Wofford College, and graduated 
from the Medical College of South Carolina, in 1948. 
His internship was served at the McLeod infirmary, 
Florence. 

On July 11, 1949, he came to the South Carolina 
State Hospital as an assistant physician, remaining 
until July 10, 1950, when he entered a Fellowship in 
psychiatry at the Pennsylvania Hospital department 
for mental and nervous diseases, Philadelphia, Pa. 

Dr. Bowling was in the United States Air Force from 
July 1951 until June 1953; separating from service 
with the rank of captain. 

Returning to Philadelphia, he was a resident in psy- 
chiatry at the University of Pennsylvania Hospital until 
July 1955. During this period Dr. Bowling was asso- 
ciated with the Abington Memorial Hospital, Abington, 
Pa., as an assistant psychiatrist, and was also with 
Friends Hospital in Philadelphia. He was also con- 
sultant in psychiatry at the Skin and Cancer Hospital 
of Philadelphia. 

Dr. Bowling, is a diplomate of the American Board 
of Psychiatry and Neurology, having obtained his 
certification in February, 1955. 


The Sears-Roebuck Foundation, in cooperation with 
the American Medical Association, has announced a 
new plan for assistance in establishing medical prac- 
tice units with loans of up to $25,000, beginning in 
1955. The unsecured, low-cost, 10-year loans will be 
available to physicians seeking to establish new prac- 
tices but unable to arrange full local financing. 

The foundation’s plan is explained in detail in the 
September 3 issue of The Journal of The A. M. A. 

The plan requires that the physician first exhaust 
all local possibilities for financing, that his application 
indicate a need for a practice in the proposed locality 
and good possibilities for success and public service, 
and that he give evidence of effort and thought in 
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planning a well-organized, effective practice unit. 
Contributions made by the grantee in repaying the 
grant will be turned back into the fund for the estab- 
lishment of further units, thus providing what the 
foundation calls “built-in chain reaction.” The plan 
also features advantages encouraging early repayment 
of grants to speed up establishment of more units. 

The foundation states that its plan is intended to 
“realize the principles of opportunity, incentive, 
mutual help, and self reliance, to give the American 
people the best possible medical care, and to help the 
American physician build for himself the most 
effective, the most rewarding and the most satisfying 
life as a professional man.” Continuation of the plan 
after 1955 depends on its reception and support by 
the medical profession. The plan relies on individual 
initiative and enterprise, requires that assistance be 
given only where it will generate independence, and 
is sustained entirely by those who benefit from it. 


Earl Keeney Wallace, Jr., M. D. announces the 
opening of an office for the practice of Orthopaedic 
Surgery at 96-A Ashley Avenue, Charleston. 


STATE BOARD OF HEALTH 


MINUTES 
Executive Committee, July 20, 1955 

A regular meeting of the Executive Committee of 
the State Board of Health was held on Wednesday, 
July 20, 1955. 

Recommendations of the Crippled Children’s Tech- 
nical Advisory Committee were presented by Dr. Ball, 
and acted upon as follows: 

1. It was moved by Dr. Hanckel, seconded by Dr. 
Barron, that Dr. W. H. Tiller be offered the position 
of Orthopedist of District I. Passed. 

2. It was moved by Dr. Boone, seconded by Dr. 
Barron, that no set policy be adopted for acceptance 
or non-acceptance, but that each case be judged on an 
individual basis for admission to the Crippled Chil- 
dren’s Program. Passed. 

3. It was moved by Dr. Barron, seconded by Dr. 
Hanckel, that the maximum anesthetist fee, when a 
hospital anesthetist is not available, shall be $10.00, 
and that for successive operations on that particular 
case within a period of twelve months, the maximum 
total anesthetist fee for the case shall be $20.00. 
Passed. 

4. It was moved by Dr. Mead, seconded by Dr. 
Barron, that the Crippled Children’s Division shall not 
be responsible for consultants’ fees unless properly 
authorized. Passed. 

It was moved by Dr. Barron, seconded by Dr. 
Mead, that the State Health Officer be authorized by 
this Committee to settle claims against those divisions 
of the State Board of Health where the Director of 
the Division feels that he does not have adequate 
authority. Passed. 
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Mr. T. P. Lesesne reported to the Committee on the 
large number of reports of death in this State which 
are unsatisfactory from the standpoint of establishing 
the true cause of death in unusual circumstances. 

It was moved by Dr. Barron, seconded by Dr. Smith, 
that the Cancer Section be authorized to employ two 
nurses now employed by the S. C. Cancer Society and 
assigned to duties with the cancer clinics, salaries to 
be paid from federal funds. Passed. 

Dr. McDaniel appeared before the Committee and 
reported on the present status of the State Plan for the 
distribution of poliomyelitis vaccine. 

It was moved by Dr. Busbee, seconded by Dr. 
Smith, that the State Plan for the Distribution of 
Poliomyelitis Vaccine be submitted to the National 
Committee for approval. Passed. 


BOOK REVIEWS 


OBSTETRICS. By J. P. Greenhill. 1088 pages with 
1170 illustrations. Philadelphia and London, 1955, 
W. B. Saunders Company. $14.00. 


This is the eleventh edition of a book initiated many 
years ago with Dr. Joseph DeLee as senior author. 


Although some of the earlier illustrations remain, 


numerous excellent figures have been 


added. The double column system of type is used. In 
the four years since the tenth edition was published 
additional data have been collected on physiology, 


descriptive 


fibrinogenopenia, lower nephron syndrome, pulmonary 
hyaline membranes, and many other important phases 
of obstetrical and newborn care. Entirely new chap- 
ters have been written on analgesia and anesthesia, 
the Rh factor, and others, with a special chapter on 
obatetrical endocrinology. 

Influenced, perhaps, by the necessity of collecting 
material from many different authors for publication 
in the Year Book, Dr. Greenhill has numerous con- 
tributors to this edition of OBSTETRICS, each being 
an expert in the particular subject of his chapter. 
Also there are innumerable references to the works of 
others and extensive bibliographies. Hence, this edition 
seems to be more an encyclopedia than a textbook of 
obstetrics, thus limiting its usefulness primarily to the 
specialist in contrast to the wide use of earlier editions 
by medical students and general practitioners. 


J. R. Sosnowski, M. D. 


CLINICAL BIOCHEMISTRY by Abraham Canta- 
row, M. D. and Max Trumper, Ph. D. W. B. Saunders 
& Company, Philadelphia, 5th ed., 1955. Price $11.00. 

The fifth edition of this valuable text and reference 
book is now available. The first edition in 1932 made 
available to the physician, in clinical terms, bio- 
chemical information of clinical interest. The succeed- 
ing editors have followed the same plan of discussing 
specific biochemical changes which occur in disease. 
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Excellent dissertations have been presented by the 
author upon various phases of metabolism, function 
tests, endocrine functions, vitamins, respiration, water 
balance, acid base balance, diet and hormones. Normal 
and pathologic changes are discussed in detail. 

The table of contents and the index are well pre- 
pared and well cross indexed, both by name and dis- 
ease and by name of chemical, constituent or test. This 
book is eminently practical but also covers a wide 
variety of subjects from the theoretical point of view. 

William Mellen McCord, M. D. 


ION EXCHANGE AND ADSORPTION AGENTS 
IN MEDICINE. The Concept of Intestinal Bionomics. 
J. Martin, Director, the National 
Drug Company. Little Brown and Company, Boston. 
333 pp. 1955. 


Gustay Research 


This volume gives the chemical background and re- 
views the therapeutic applications of such things as 
anion exchange resins in the treatment of peptic ulcer, 
cation 


reduction and 


chelating agents for detoxification and excretion of 


exchange resins for sodium 
metallic poisons. The problems are covered thoroughly 
and there is heavy documentation with literature cita- 
tions. In the final chapter, the author guardedly sug- 
gests what appears to be an effort to revive Metchni- 
koff’s auto-intoxication concepts. The type of drugs re- 
viewed in this volume are offered as having possible 
benefit in correcting such conditions. 


R. P. Walton, M. D. 


EARLY CARE OF ACUTE SOFT TISSUE IN- 
JURIES. Committee on Trauma. American College of 
Surgeons, 1954. Price $1.00. 

This small book is very well written, concise and 
easy to read. The field is covered in brief form with- 
It will be found 
reference book for quick, short periods of reading. It 


out too much detail. useful as a 
is highly recommended for the purpose for which it 
was written. 


Edward Izard, M. D. 


The sufferer is not just a case of pneumonia or 
pyloric stenosis or peptic ulcer; the patient is a person, 
with feelings of hope or despair, of purpose or defeat, 
of loneliness or fraternity. The patient is not a prob- 
lem; he is a person with a problem. 


Morals and Medicine by Joseph Fletcher ( 1954 ) 


he (Dr. Cabot) wrote: “As a young physician | 
tried the usual system of benevolent lying from 1893 
to 1902. About that time a bitter experience convinced 
me that I could not be an amateur liar, an occasional, 
philanthropic liar in medicine or in any part of life. 
I swore off and have been on the water wagon of 
medical honesty ever since.’ 


Morals and Medicine by Joseph Fletcher (1954 ) 


CAROLINA MEDICAL ASSOCIATION 


PRESIDENT’S PAGE 


The following letter has been sent to all of those who have recently passed 


their State Boards in South Carolina. 


“Dear Doctor: 


The South Carolina Medical Association congratulates you on successfully 
passing the State Board of Medical Examiners and extends to you our best wishes 
for a successful career. No other profession offers greater opportunities for service 


to his fellow citizens than ours. 


We are proud of the South Carolina medical profession and its traditions. 
With your training and opportunities we feel that you, too, will be a credit to the 


profession. 


The Association is interested in you and hopes you will call upon us for 
such help and advice as we can render, especially as may arise with the beginning 


of your practice. 


Should you like to affiliate yourself with the Association during your intern- 


ship or residency, a special membership has been provided. 
) Again, extending the Association’s best wishes, I am 


Yours truly, 
O. B. Mayer, M.D.” 
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Comparative Effects of a Wide Range of 
Doses of \-Epinephrine and of 1-Norepine- 
phrine on the Contractile Force of the Heart 
in Situ. M. deV. Cotten and S. Pincus, Journal 
of Pharmacology and Experimental Thera- 
peutics, 114: 110-118, May 1955. 

The senior author of this article recently received 
the Ph.D. degree at the Medical College of South 
Carolina and, in this article, is reporting experiments 
related to work begun at this institution but now being 
conducted at Tulane University School of Medicine, 
where he is Assistant Professor of Pharmacology. These 
experiments demonstrate that at every workable range 
of doses, the two drugs epinephrine and nor-epine- 
phrine have virtually identical actions on the force of 
the heart. Since these drugs are chemically very similar 
such a result is to be expected. Nor-epinephrine 
(Levophed ), however, has been declared by numerous 
authorities to be without such action and this has been 
a common clinical view which has interpreted its 
favorable clinical effects purely on its vasopressor 
action. Since this is now one of the most widely used 
drugs in states of extreme cardiovascular depression 
there can be serious practical mismanagement of such 
cases if there is such a grossly erroneous interpretation 
of its action. The authors of this article give a thorough 
analysis of the common errors in interpretation of 
composite results such as measurements of cardiac out- 
put. The conclusion to be drawn from their study is 
that in conditions such as myocardial infarction with 
shock and failure, the cardiovascular collapse of over- 
whelming bacteremias, etc., the use of Levophed in- 
volves not only a pressor action but a direct and 
powerful increase in the pumping force of the heart. 
In conditions with critical weakness of the heart, this 
drug can be very valuable. In conditions with peri- 
pheral vasodilation but without cardiac embarrassment 
such as may occur during spinal anesthesia, this drug 
produces unnecessary stimulation of the heart. For 
such latter purposes, a drug with purely pressor action 
such as phenylephrine (Neo-synephrine) is more suit- 
ably indicated. 

R. P. Walton, M. D. 


Clinical Features of Congenital Heart Dis- 
ease. Dale Groom, M. D., Tri-state m. j. 3:19- 
23, June 1955. 

The early and more accurate diagnosis of congenital 
cardiac lesions has assumed new importance with the 
development of surgical procedures on the heart and 
great vessels during the last fifteen years. The rapid 
surgical advances in this field have placed a new re- 
sponsibility upon clinicians to recognize those lesions 
which are potentially amenable to surgery. In most 
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cases a reasonably accurate anatomic diagnosis of the 
type of congenital heart lesion can be made without 
resort to elaborate laboratory procedures. 

This article summarizes the prominent clinical, 
electrocardiographic, and x-ray features of the more 
common congenital cardiac with special 
emphasis on those for which surgery now holds new 
promise. 


lesions, 


The “Dove-Coo” Murmur and Murmurs 
Heard at a Distance from the Chest Wall. 
Dale Groom, M. D., Ann. int. med. 42:1214- 
1226, June 1955. 

The “dove-coo” murmur, a specific diastolic mur- 
mur of conspicuously musical quality, is heard in cases 
of acrtic regurgitation resulting from eversion, lacera- 
tion. or rupture of one or more aortic valve cusps. Its 
appearance is usually followed by a rather rapid and 
progressive congestive heart failure or coronary in- 
sufficiency, with average life expectancy a matter of 
months. Two cases manifesting the “dove-coo” mur- 
mur are presented, together with oscilloscopic studies 
of the peculiar musical sound which is often audible 
without a stethoscope. 

Some considerations as to the remarkable degree of 
audibility of this and similar musical murmurs are dis- 
cussed. The ear’s greater sensitiveness to sounds of 
relatively high frequency, which is especially notable 
at low intensity levels, is a significant factor in aus- 
cultation of all sounds and murmurs. 


Determination of Lead in Urine. William M. 
McCord and John W. Zemp. Analytical Chem- 
istry, V. 27, P. 1171, July 1955. 

A method is described for the determination of lead 
in urine which eliminates the necessity for time-con- 
suming precipitation and ashing. Lead, as lead iodide, 
is extracted quantitatively from acid solution with 
methyl isopropyl ketone. The lead is then removed 
from the ketone layer with as aqueous sodium hydro- 
xide solution and is determined colorimetrically by the 
dithizone method of Snyder using the lead-bismuth 
separation of Bambach and Burkey. 


Dermatitis Aggravated by Electrostatic 
Charges. John van de Erve, Jr. A. M. A. Arch. 
Dermat. and Syph. 72:143, Aug. 1955. 

A severe dry fissured scaly dermatitis of the hands 
and forearms occurring during the cold winter months 
and definitely aggravated by electrostatic charges 
while driving an automobile is reported. Cure followed 
grounding the car with truck grounding tape and 
grounding the seat covers to the auto body frame. 
Until this was done, the dermatitis was refractory to 
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all other therapeutic measures. The arrival of warm 
moist weather prevented re-exposure. In other cases 
of atopic and dry pruritic dermatoses, lessening of 
pruritus has been reported from grounding the hospital 
beds. 


The Critical Evaluation of Radical Subtotal 
Gastric Resection. Henry W. Mayo, Jr., M. D., 
Jennings K. Owens, M. D., and Milton Wein- 
berg, M. D. Annals of Surgery 141:830-839, 
June, 1955. 

A series of 194 cases of gastric carcinoma diagnosed 
in the Roper Hospital in a 13 year period was re- 
viewed. In only 53 of these cases was resection of the 
stomach carried out. Only 22 of these resections were 
classified as “curative” and the mortality rate in this 
group was 4.6%. In 13 cases there was no lymph 
node involvement by carcinoma and ten of these are 
still alive without evidence of recurrence, the average 
survival time of these ten patients being more than 
six years. The three remaining patients died of re- 
current carcinoma but had excellent palliation. How- 
ever, all of the nine patients in the “curative” group 
in which lymph node involvement was demonstrated 
ultimately succumbed to carcinoma. After reviewing 
the details of the lymph node metastases in these 
cases, it is suggested that for antral carcinoma, which 
is particularly prevalent in this section of the country, 
when lymph node metastases are present, it might be 
wise to remove the duodenum and the head of the 
pancreas as well as the distal portion of the stomach 
with its attached lymph node, so as to be sure of re- 
moving the sub-pyloric node which may be involved 
early in this group of cases. 


Use of Antispasmodics in Treatment of Spas- 
tic Ureteritis. L. P. Thackston, M. D. J. Urol. 
73:487-493, March 1955. 

This paper deals with the combined clinical and 
laboratory study of the effects of synthetic anti- 
spasmodics on the ureter. The clinical aspects of the 
disease as well as the history of the disease was dis- 
cussed and it was brought out that the diagnosis was 
difficult to make in some cases, that there was prac- 
tically no x-ray evidence of the condition, and that the 
diagnosis had to be made by cystoscopy and occasion- 
ally by cystoscopy and elimination. 

Clinical studies extending over a two years’ period 
of time showed definitely that the number of dilatations 
of the ureter and the size of the dilating bulb could be 
reduced by the use of antispasmodics at the same time 
that the dilatations were done. Also, inlying catheters in 
the ureter for a period of six hours were extremely 
beneficial. It was also pointed out that, apparently, 
catheters left in place for six hours did as much good 
as those left in for longer periods of time and that 
there was less local reaction. 

Laboratory studies on excised rat and rabbit tissue 
were carried out in connection with the clinical study. 
Both the rat and the rabbits’ ileams and ureters were 
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excised and the excised muscle strips suspended in 
an oxygenated Locke-Ringer solution maintained at 
constant temperature by a thermo-regulator. The con- 
traction and relaxation of the muscle, as brought about 
by the additions of the various drugs in the Locke- 
Ringer bath, were transcribed by a muscle kymo- 
graph. It was definitely shown that antispasmodic 
drugs and anticholinergic drugs used with the exact 
same technique in the laboratory gave entirely differ- 
ent results and that these experimental studies 
definitely agreed with previous pharmacology studies 
generally accepted that acetylcholine or a similar sub- 
stance is generated by parasympathetic nerve activity 
and that the cholines had no effect on the excised rat 
and rabbit ureter, while the antispasmodics acting 
directly on the muscle had a decided effect. The drugs 
studied were Trocinate, which was the most effective 
on the ureter, Trasentin, Bentyl, Prantal, Probanthine 
and Octin. 

In conclusion, after the clinical and laboratory work 
was done, it was felt that synthetic antispasmodics 
have a definite place in the treatment of spastic 
ureteritis and it was also felt that spastic ureteritis 
was definitely a muscular spasm of the ureter rather 
than a spasm of neurogenic origin. 


DEATHS 


DR. HENRY DANIEL COFFEE 

Dr. Henry Daniel Coffee, 68, retired Veterans Ad- 
ministration official and for 13 years chief of the Col- 
umbia VA Hospital surgical staff, died July 18 at the 
VA Hospital. 

Doctor Coffee had been associated with the Veterans 
Administration and its predecessor agencies since 1920. 

A native of Banks County, Ga., he came to Colum- 
bia from Wisconsin, where he served as chief of sur- 
gical service at the VA Hospital at Waukesha. He be- 
came chief of the surgical staff and after 13 years was 
transferred to Bay Pines Veteran Hospital at St. 
Petersburg, Fla. He served there for one year and then 
went to Tuscaloosa Veterans Hospital in Alabama, 
again as chief of the surgical staff. 

From Alabama, he transferred to the Greenville 
regional VA Office and two years later, 1951, came to 
Columbia with the Regional office. He served in the 
latter capacity until his retirement in 1953. 

A graduate of Emory University, he served in 
World War I as a captain in the Medical Corps. 


DR. JAMES CHARLES BRABHAM 

Dr. James Charles Brabham, of McColl, died in the 
Marlboro Memorial hospital, Bennettsville, following 
an illness of 10 days. 

He was a graduate of Bamberg high school. Presby- 
terian college and the Medical College of South Caro- 
lina. He attended the College of Charleston. Dr. Brab- 
ham interned at St. Francis hospital, Greenville and 
Spartanburg General Hospital. 
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Dr. Brabham practiced medicine at Johnsonville 
following his first marriage. Later he was a member 
of the medical staff at the State hospital in Columbia, 
and served as director of the Spartanburg County 
Health department. 

Dr. Brabham some years ago wrote a book of 
poems and was also an accomplished violinist. 

During World War II Dr. Brabham served in the 
Army Medical corps as first lieutenant. He was dis- 
charged from service following an attack of polio. At 
the time of his death he was a member of the Medical 
corps reserve. 


DR. WILLIAM SPINK BETHEA 


Dr. William Spink Bethea, three-time president of 
the Dillon County Medical Assn., was killed instantly 
August 25 when his car left the highway and over- 
turned near Mechanicsville. 

Dr. Bethea was born in Latta, October 3, 1912. He 
was graduated from Wofford College in 1932 and the 
Medical College of South Carolina in 1936. He served 
his junior internship at Saunders Memorial Hospital 
in Florence and his residence work at the Southern 
Baptist Hospital in New Orleans, La. 

He began his practice of medicine in Latta in 1937 
which for a time was interrupted by World War II. 
After graduation from the school of aviation medicine 
at Randolph Field, Texas as an aviation medical ex- 
aminer he was a flight surgeon. 

He was a fellow of the American Medical Associa- 
tion and of the American Academy of General Prac- 
tice, an active member and past president of the staff 
of St. Eugene Hospital in Dillon, a member of the 
courtesy staff of Marion County Memorial Hospital. 
Three times president of Dillon County Medical Asso- 
ciation and past president of the Pee Dee Medical 
Association he was also a member of the South Caro- 
lina Medical Association. 


DR. ARTHUR HARRY NIELL 

Dr. Arthur Harry Niell, 71, Clover physician, died 
at his home August 25 after several months of de- 
clining health. 

Doctor Niell was born in Gaston County, North 
Carolina. He attended Catawba and Erskine Colleges 
and was graduated from the University of Virginia 
Medical School in 1912. Since that time he has prac- 
ticed medicine. Doctor Niell was a member of the 
York County Medical Association, state and regional 
medical associations. 


DR. VANCE W. BRABHAM 
Dr. Vance W. Brabham, 74, died at his residence 
in Orangeburg, August 28, after an illness of several 
weeks. Dr. Brabham was born at Bamberg. 
He graduated from Wofford College in 1901 and 
from the University of Maryland Medical College in 
1905 and practiced in Bamberg and Cope until 1914 


362 


when he moved to Orangeburg where he had practiced 
until taken ill a few weeks ago. 

He served as city health officer for many years and 
was serving as chairman of the city Board of Health. 

He also was a member of the American Medical 
Association, South Carolina Medical Association, Edisto 
Medical Society, and a member and past president of 
the Orangeburg Rotary Club. He was one of the first 
to become interested in Boy Scout work in Orange- 
burg. This past June he was awarded a certificate of 
merit from the University of Maryland Medical College 
recognizing his 50th anniversary in medical practice. 


ANNOUNCEMENTS 


MEDICAL COLLEGE OF SOUTH CAROLINA 
TENTATIVE PROGRAM FOR POST-GRADUATE 
SEMINAR AND FOUNDERS’ DAY 

Tuesday (November 1) A. M. 


8:30 Registration and Greetings 
9:00 Treatment of Vascular Diseases—Dr. J. Man- 


ley Stallworth 

10:00 Results in the Management of Antral Gastric 
Carcinoma—Henry W. Mayo, Jr., M. D. 

11:00 Cancer Detection in Every Doctor's Office— 
John C. Hawk, M. D. 

12:00 Clinical Electromyography—Harry W. Mims, 
M. D. 

Tuesday P. M. 

2:00 Gynecological Diagnostic Procedures—H. C. 
Heins, Jr., M. D. 

3:00 Indications and Contraindications to the In- 
duction of Labor—T. G. Herbert, Jr., M. D. 

4:00 The Use of X-Ray in Obstetrics—P. A. Wood, 
M. D., J. A. Salley, M. D., L. L. Hester, Jr., M. D. 

5:00 Pelvic Malignancies, Treatment and Results— 
L. L. Hester, Jr., M. D. 

Wednesday (November 2) A. M. 

9:00 Some Factors Influencing the Detection of 
Cardiac Murmurs by Auscultation—Dale Groom, 
M. D. 

10:00 Management of Rheumatoid Arthritis—Fred 
E. Nigels, M. D. 

11:00 The Rational Use of Antibiotics—Cheves M. 
Smythe, M. D. 

12:00 Current Therapy of Hypertension—W. Wesley 
Seymour, M. D. 

Wednesday (November 2) P. M. 

2:00 Symposium on Rheumatic Fever—Pediatrics 
Department 

FOUNDERS’ DAY—Thursday (November 3) 

8:30 Registration and Greetings 

9:00 Some Obstetrical Complications—Their Man- 
agement of Yesterday and Today—Charles H. 
Mauzy, Jr., Associate Professor of Obstetrics and 
Gynecology, Bowman-Gray School of Medicine 

10:00 Subject to be announced—Amos_ Christie, 
M. D., Professor of Pediatrics, Vanderbilt Univer- 
sity School of Medicine 
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11:00 Coffee Break 

11:30 Subject to be announced—Eugene A. Stead, 
Jr., M. D., Professor of Medicine, Duke Univer- 
sity School of Medicine. 

12:30 Subject to be announced—William H. Moretz, 
M. D., Chairman, Department of Surgery, Medi- 
cal College of Georgia. 

2:00—Luncheon—Alumni Memorial House 

3:00 Symposium: Panel Discussion by representa- 
tives of Schools of Medicine, Pharmacy and 
Nursing. (Subject to be announced and others 
introduced from the floor. ) 


THE GEORGIA PEDIATRIC SOCIETY 
ATLANTA, GA. 
OCTOBER 27, 1955 

ALEX J. STEIGMAN, M. D., Louisville, Ky. 
1. Current Status of Virologic Tests in the Diagnosis 
of Poliomyelitis. 
. Observations on Diphtheria. 
DOUGLAS BUCHANAN, M. D., Chicago, Illinois 
1. Metabolic Diseases of the Nervous System. 
2. Dysphasia and Dyslexia in Childhood. 

WOLF ZUELZER, M. D., Detroit, Michigan 
Topics not known as yet. 


to 


Professional medical ethics in this country has come 
a long way from the attitude expressed in the American 
Medical Association’s code of 1847, in which it was 
urged that the physician should “study . . . to unite 
condescension with authority” because “reasonable in- 
dulgence should be granted to the mental imbecilities 
and caprices of the sick.” There is very little dis- 
position (or possibility ) of preserving what Dr. Cabot 
once called rather shortly the “old tradition of aristo- 
cratic, benevolent autocracy in medicine.” On the con- 
trary, with the advances we have made in the psychol- 
ogy of therapeutic relationship there is today a gen- 
eral understanding that a person-centered approach to 
illness is superior to the problem-centered approach, 
and consequently the doctor's work is more deliberate- 
ly predicated upon “the recognition of the worth of 
human personality “and its rights. A hundred and fifty 
years ago the English physician Parry said that it is 
more important to know what manner of man has the 
disease than to know what disease he has. 


Morals and Medicine by Joseph Fletcher (1954) 


Perhaps the model legislation is to be found in a 
bill proposed in New York state by a committee of 
1,776 physicians who want legislation to make 
euthanasia lawful so that they and their patients may 
be protected from possible prosecution for a practice 
which, as everyone knows, goes on anyway. The bill 
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is backed by the Euthanasia Society of America, and 
by thousands of doctors. It provides three things, 
essentially: (1) any sane person over twenty-one 
years old, suffering from an incurably painful and 
fatal disease, may petition a court of record for 
euthanasia, in a signed and attested document, with 
an affidavit from the attending physician that in his 
opinion the disease is incurable; (2) the court shall 
appoint a commission of three, of whom at least two 
shall be physicians, to investigate all aspects of the 
case and to report back to the courts whether the pa- 
tient understands the purpose of his petition and 
comes under the provisions of the act; (3) upon a 
favorable report by the commission the court shall 
grant the petition, and if it is still wanted by the pa- 
tient euthanasia may be administered by a physician 
or any other person chosen by the patient or by the 
commission. 


There are elements in this proposal that deserve our 
thoughtful attention. The bill is permissive, not man- 
datory. Neither patient nor physician is compelled to 
act. The request for euthanasia must originate with 
the patient. The patient’s freedom to change his mind 
at any time is fully guaranteed. Disinterested parties 
inquire into the whole matter. The permit is used only 
if and when the patient chooses. The proposal leaves 
aside the whole question of eugenic euthanasia for 
solution by some other legal instrument, since the 
merits of medical euthanasia are not inherently tied 
to the case for eugenic euthanasia. 

Morals and Medicine by Joseph Fletcher (1954) 
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SCTSSORISMS 


Dr. George Carter, a native of Ireland, was a prac- 
titioner of medicine in Charleston. In a group of citi- 
zens, speaking on these subjects, he declared that 
nothing should induce him to*change sides, and that 
if they cut him limb from limb, “they would leave an 
honest trunk;” but he changed his mind. The follow- 
ing verses express the feelings of the whigs. 

Sweet George, indeed, is little known, 
But you shall hear the story: 
His limbs he swore he would have none, 
E’er he would turn a tory. 
First, then, said he, cut off my thighs, 
And this you may believe, sir, 
Cut off my arms, my head, likewise, 
You'll leave an honest trunk, sir. 
But honest George soon changed his mind. 
Petitioned for protection, 
Would rather keep his limbs, we find, 
Than undergo dissection. 
(Believed to have been written by Judge Heyward. ) 

After having joined the British, Dr. Carter still tried 
to keep in with the Americans. On one occasion, he 
invited a party to dine with him, both of British 
officers and Americans. Towards the close of the 
entertainment, believing that none remained but 
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Americans, he proposed that they should join in their 
favorite toast—“The American Congress.” “What is 
that you say?” exclaimed a harsh voice from the foot 
of the table, “do you mean to insult us with such a 
toast?” “My dear friend,” said the wily doctor, “only 
hear me out; I meant to add, “may*they all be 
hanged.” The officer was pacified, but the doctor’s 
sincerity was ever after doubted by both parties. 
Johnson's Traditions of The American Revolution 


The epic-making discovery of Pauling et al 
demonstrated that Hgb S has a distinctive electro- 
phoretic England J. Med. 253: 323 
Sermons in stones, in hemagiobin— 


behavior. N. 


It becomes young stentiionn to be particularly at- 
tentive to the propriety of their behaviour when con- 
sulting with their seniors. Besides the respect due to 
age, these are entitled to a particular deference from 
their longer and more extensive experience. The 
revolutions indeed of medical hypotheses and systems 
are so quick, that an old and a young physician seldom 
reason in the same way on subjects of their profession; 
although the difference be sometimes rather apparent 
than real, when they use only a different language to 
express sentiments essentially the same. But it gen- 
erally happens, that the speculations which principally 
engage the attention of young physicians, seldom in 
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PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound, Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which “‘re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal's? series “Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethy! xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible, 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
Sept.) 1953. 
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any degree affect their practice; and therefore, as they 
are in a great measure foreign to the business, they 
should never introduce them in medical consultations. 
They show equal want of sense and good manners, 
when they wantonly take opportunities of expressing 
contempt for opinions as antiquated and exploded, in 
which their seniors have been educated, and which 
they hold as firmly established. A little reflection might 
teach them, that it is not impossible, but, in the 
course of a few years, their own most favourite theories 


may be discovered to be as weak and delusive as those 
which have gone before them; and this should lead 
them to consider how sensibly they may be hurt them- 
selves, when they find those idols of their youth at- 
tacked by the petulant ridicule of the next generation; 
when, perhaps, they are arrived at a time of life when 
they have neither abilities nor temper to defend them. 
James Gregory, M. D., Lectures on the Duties 
and Qualifications of a Physician (1805) 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. A. T. Moore, Columbia, S. C. 


Publicity Secretary: Mrs. N. D. Ellis, Florence, S. C. 


The Woman’s Auxiliary To The Southern Medical 
Association 

The President of the Auxiliary to the Southern 
Medical Association urges us to increase our member- 
ship in that organization perceptibly. According to 
Dr. W. T. Brockman, South Carolina Councilor of the 
Southern Medical Association, South Carolina has 300 
members. 


You are aware that when our doctor husbands are 
members of Southern Medical Association, we auto- 
matically become members without dues. The wife 
and unmarried daughter of any member of the South- 
ern Medical Association are members of the Southern 
Auxiliary. Many doctors’ wives do not know this, and 
it is our duty to inform them. 

There are advantages to being a member of South- 
ern Auxiliary. Besides a pleasant vacation with our 
husbands, it affords us the opportunity of meeting the 
wives from other states and exchanging ideas. The 
meetings are worthwhile and are highlighted with 
good speakers. Delightful entertainment is also pro- 
vided. 

But, perhaps the finest thing that Southern Auxiliary 
does is the Doctor’s Day Program. Our Research and 
Romance to Medicine in S$. M. A. has met with ap- 
proval and praise not only from our parent Association 


(Southern Medical) but the A. M. A. and International 
groups have inquired and commented on the in- 
valuable contribution we have made to medical 
history. 

Your councilor will serve as chairman of a member- 
ship committee. Won’t you mention Southern member- 
ship to your husband and to a friend? 

Mrs. David A. Wilson, S. C. Councilor 
Auxiliary to Southern Medical Association 


The Southern Auxiliary has a file of splendid papers 
on program material, memorial services, biographies 
of outstanding doctors or health personnel, etc. which 
any county auxiliary may obtain by writing to the 
South Carolina Councilor or to the Chairman, Re- 
search and Romance of Medicine. 

Many of our auxiliaries and auxiliary members must 
have some material to contribute to this file: Medical 
history, biographies of doctors or outstanding health 
personnel, histories of hospitals or other facilities, 
some phase of auxiliary work, program used for Doc- 
tor’s Day, ideas on helping community, histories of 
epidemic disease, etc. Type double space and send 
at least three copies to our state chairman, Mrs. W. O. 
Whetsell of Orangeburg. 

We must preserve the history of medicine in our 
state. 


LINENKOHL 


719 PONCE DE LEON COURT 
ATLANTA, GEORGIA 


CUSTOM ORTHOPEDIC SHOES 


* Deformity—Shortage appliances a specialty 
* Built to prescription 

* Individual lasts carved for each patient 

* Arch supports 


ORTHOPEDIC SHOE SERVICE 


SUCCESSOR TO 
MINOR SHOE COMPANY 


* Orthopedic Modifications 


PHONE—EL. 6880 
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